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There is no question that conditions in regard to puerperal 


infection have considerably improved during the present . 


generation, but we are far from having reached any irre- 
ducible minimum in its’ incidence. What we have 
achieved is a fairly complete understanding of its causes. 
We know something about the conditions upon which the 
patient’s resistance depends, and that toxaemia, haemor- 
rhage, exhaustion, and malnutrition depress it. We know 
that trauma and haemorrhage diminish the local resistance 
of the tissues. We know the common sources of the most 
dangerous organisms, and we have learned a good deal 
regarding the methods of preventing their access. 


Types of Infecting Organism 


To make my subsequent arguments clear let me say at 
the outset that, broadly speaking, there are two types of 
infecting organism to be guarded against. There are, first, 
the organisms commonly found in the skin of and around 
the vulva, on the hands and clothes, and on unsterilized 
dressings and instruments—for the most part anaerobic 
and non-haemolytic streptococci, staphylecocci, and colli- 
form organisms. These organisms most commonly give 
rise to infection after labours in which there has been 
considerable injury of the tissues. They cause a true 
wound infection, and against them our preventive methods 
are essentially the same as those adopted in surgery. 
Secondly, there is the haemolytic streptococcus associated 
with scarlet fever and erysipelas, but most commonly 
with tonsillitis, nasal infections, and morbid conditions of 
the upper air passages generally. The view that this 
organism is the cause of many puerperal infections and of 
the vast majority of the fatal cases seems to have been 
proved by the work of Smith (1927, 1931, 1933), Paine 
(1931, 1933), Leonard Colebrook (1933, 1938), Dora Cole- 
brook (1935), King (1930), and others. Not only is this 
type of infection more deadly to the individual patient, 
but as often as not it attacks the woman who has had a 
normal spontaneous delivery, and among recently delivered 
women it appears to have a degree of coniagiousness 
comparable only to that of small-pox. A great advance 
in recent years has been the clear demonstration that this 
organism is practically never present in the birth canal 
before labour, but is conveyed from without, and usually 
by droplet or spray infection from the nose or throat of 
one or more of those in attendance at the delivery or 


* Road in opening a discussion at a joint meeting of the Sections 
Oo! Gostetrics and Gynaecology, and Public Health and Hygiene at 
. Annual Meeting of the British Medical Association, Plymouth. 
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during the puerperium, not excluding the patient herself. 
The danger is greatest when any of those concerned is 
actually suffering, or has recently suffered, from some 
infection of the nose or throat. After recovery a small 
proportion, estimated at about 7 per cent. in general, but 
probably nearer 30 per cent. during seasons when colds 
and sore throats are rife, continue to be carriers of 
haemolytic streptococci: but there seems to be evidence 
that in such circumstances the organisms are not so 
virulent and the risk of their infecting a patient, although 
by no means absent, appears to be definitely less serious 
(Murray, 1930). In medicine, as in warfare, each newly 
discovered method of attack is quickly countered by a 
new method of detence, and in this case the defence is 
twofold: first, the use of masks to cover the mouth and 
nose of all in attendance, and, secondly, the tracing of the 


‘cause of the infection by bacteriolegical examination of 


the throat and nose of each person who has been in close 
contact with the patient, and, if possible, the exclusion from 
obstetric work until after recovery of any person found io 
be a probable source of the puerperal infection. 

One final preliminary statement is that in the last two 
years there have been two cases in England in which a 
patient who went into a small maternity hospital or home 
for her delivery and there contracted puerperal infection 
has successfully claimed damages from the _ hospital 
authorities or doctor concerned because of alleged lack of 
reasonable care against infection. 

It is these recent advances in our knowledge of the 
nature of the attack and of the means of defence, together 
with the disturbing situation created by the legal actions 
mentioned, which make this subject so suitable for dis- 
cussion at a time when the State is placing on local 
authorities an increasing responsibility in regard to mid- 
wifery. 

Value of Ante-natal Supervision 


In trying to lay before you a brief consideration of the 
points which obstetricians in general regard as important 
in the prevention and control of this disease, | would 
stress in the first place the value of ante-natal supervision. 
It must be interpreted in its widest sense, and its aim in 
this connexion must be to build up the patient's resistance. 
The general health of the patient should be assessed as 
early as possible during pregnancy, and treatment directed 
to any faults. I have had the opportunity of studying 
some hundreds of “ maternal death schedules” through 
the courtesy of Dr. Charlotte Douglas of the Department 
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of Health for Scotland, and this has impressed upon me 
the lamentable number of cases of death from puerperal 
infection in which pregnancy should never have been 
allowed to occur, because coexistent conditions of disease 
and debility made these women unfit to resist the infection 
which ultimately destroyed them. Here we impinge upon 
vast and complex economic and social problems, questions 
of self-control and birth-control, possibly even the vexed 
question of the law in regard to abortion, which I have no 
time to discuss. 


Apart from attention to general health and any special 


indications of disease, the ante-natal prevention of puer-_ 


peral infection involves the treatment of septic foci in the 
body—for example, teeth, tonsils, sores, and the cervix 
uteri. The very real danger of marital intercourse in the 
later months of pregnancy should be explained to the 
patient and, if need be, to her husband. 


Diet 

After this comes the important question of diet. In 
general it is quality rather than quantity that is at fault, 
and the ultimate cure is education in the elements of 
dietetics. Vitamins are greatly in vogue at the present 
time, and there is probably no profession more susceptible 
to the dictates of fashion than our own. That vitamins, 
particularly A, B, C, D, and E, are essential may be 
accepted as an axiom, but in patients who are on a 
reasonably good mixed diet it ts probably unnecessary to 
administer supplementary vitamin preparations. If every 
pregnant woman would include fresh fruit in her daily 
dict, and add to the fruit fresh green vegetables, dairy 
produce, and fresh herrings, the needs of the situation 
would be fully met and incidentally some of our economic 
difficulties ameliorated. In addition to vitamins the 
mineral elements of the diet are of great importance, as 
the growth of the foetus makes real demands in respect 
of these substances, which must be supplied from the 


mother’s diet if her own tissues are not to be depleted — 


to an extent which may undermine her powers of resist- 
ance. But here again a reasonable mixed diet should 
suffice, and it is only in cases where a deficiency of, for 
example, iron is clinically detected that direct medication 
is desirable.* 


The more strictly obstetrical side of ante-natal care is 
preventive in an important degree. By foreseeing causes 
of danger and difficulty, steps can be takeri to ensure a 
method of delivery calculated to minimize trauma and 
haemorrhage, to control toxaemia, and to eliminate the 
risks inevitably associated with delivery in unsuitable 
surroundings. 


The Place of Delivery 


This brings me to the question of the locus of the 
delivery where circumstances offer a choice. I see no 
objection to delivery in the patient’s own home provided 
it is suitable, and provided that the patient is in good 
general health and that no obstetrical operation of any 
gravity is likely to be required; but only medical con- 
siderations, and not sentiment, should determine the 
choice. Unless the patient's own home is clean and airy, 
and she can have a bed and preferably a room to herself, 
it is not a suitable place for a confinement. Far too many 
women are still delivered in wholly unsuitable houses, 
and if there is no hospital accommodation for them then 
we must press for its provision. Other essentials are that 


*In connexion with diet in relation to the prevention of 
puerperal sepsis ‘the’ interim reports of the unfinished investiga- 
tions of the Joint Council of Midwifery are most suggestive. See 
Public Health, April and November, 1937, and March, 1938. 


sterile outfits of dressings, etc., must be provided either 
by the patient or by the local authority. Furthermore, 
the danger of contact with members of the household 
newly returned from infectious diseases hospitals, or with 
running ears or infected throats or sores, must be kept 
clearly in mind, and the presence of any such risk should 
determine removal to hospital. Any comparison of the 
relative safety of delivery at home and in hospital or a 
maternity home involves the assumption that in the latter 
the conditions and the technique are good. This point 
was made by the judge in one of the legal cases men- 
tioned. In the past most hospital reports have shown 
a lower general mortality rate in the outdoor cases than 
in the indoor cases ; and the obvious explanation is that 
difficult and complicated cases naturally gravitate to the 
hospitals and so weight their figures adversely. The com- 
parison is therefore fallacious, as the two groups of cases 
are not strictly comparable. What more concerns us to-day 
is that evidence is accumulating that, so far as infection 
is concerned, the statistics of hospitals in which careful 
bacteriological control is exercised are beginning to show 
a lower incidence of infection in hospital than in district 
practice (L. Colebrook, 1938; Rose, 1937). I am there- 
fore in favour of institutional midwifery except where the 
domiciliary conditions, regarded from the obstetrical stand- 
point, are really good ; and, in my view fortunately, the 
social trend in favour of institutional midwifery will 
probably continue despite any opinions to the contrary. 

It therefore behoves us to see to it that all maternity 
hospitals and homes conform to the high standard in 
accommodation, personnel, and technique which their 
existence is now legally taken to imply. Overcrowding is 
too common even in some of our famous hospitals. 
Accommodation should be available for the complete 
separation from the very outset of clean and of “ suspect ” 
cases—that is, cases which have been examined or handled 
outside—and for the immediate segregation of all puer- 
perae who present symptoms suggestive of infection. 
Recognized cases of infection should be transferred at 
once to an entirely separate unit or a special hospital. 
In the design of new hospitals these points should be 
insisted upon as primary essentials. 


Maternity Institutions 


Maternity homes should be inspected more frequently 
and more searchingly than has often been the case hitherto 
by a responsible official of the local authority who has a 
real practical knowledge of midwifery. Much of the so- 
called inspection at present is merely a formal compliance 
with the letter of the law. 

In every maternity hospital and home one individual 
should be charged with the ultimate responsibility for 
distribution of patients to the various wards and the noti- 
fication to doctors in charge of patients as well as to the 
local authority of all cases of puerperal pyrexia or infec- 
tion. In the larger hospitals this should be the resident 
obstetrical officer; in the smaller hospitals and nursing 
‘homes the matron. 


Another question arises in regard to the admission of 
cases of puerperal infection to maternity institutions. 
Unless a whole separate block is reserved for such cases 
this seems to me quite wrong. Again, if such cases are 
housed in a separate block, or in a hospital for infectious 
diseases, it seems desirable that they should be under the 
supervision of an obstetrician. This recommendation is 


not intended as a reflection on the competence of the staff 
of such hospitals, but as a plea for increasing the experi- 
ence of the obstetrician in a particularly important type 
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of case to which he is often called as a consultant. What 
of abortions, which are almost always “ suspect”? Should 
they be sent to a maternity hospital, to a gynaecological 
ward, .or to a special ward connecied with a maternity 
hospital? The last seems to me the best plan ; for again, 
and evefl more emphatically, these cases should always 
be under the care of an obstetrician. 


Intra-natal Technique 


Intra-natal technique is the most important point of all, 
for it is during labour that the danger is at its maximum. 
The simple main requirements are a clean vulva, clean 
hands, clean dressings, clean instruments, and the preven- 
tion of the contamination of any of these clean things 
during the labour. The attainment of these desiderata 
means safety : anything short of it spells danger. A com- 
pletely aseptic technique is even more unattainable in 
midwifery than in surgery, and there are those who, recog- 
nizing this, rely wholly upon the lavish use of antiseptics 
and produce fine results in support of their policy. But 
| think the better and more rational plan is to combine 
both methcds—to render aseptic, by boiling, everything 


that can be boiled, and to apply adequate antiseptic. 


methods to those that cannot. Thus gloves, gowns, sheets, 
dressings, and instruments can and should be sterilized ; 
the skin of the hands and of the vulva can be rendered 
reasonably safe by thorough antiseptic treatment. 

1 cannot here enter upen the relative merits of the many 
antiseptics in use. For information upon that point, and 
indeed upon this whole subject, | would refer you to the 
invaluable work of Dr. Leonard Colebrook (1938). I 
would only emphasize that the strict routine observance 
of a careful technique is much more important than the 
particular antiseptic used. The one essential is that the 
antiseptic should be used in a strength sufficient to be 
really and rapidly germicidal. Let me rather give you 
an outline of the technique which we follow in the Royal 
Maternity Hospital, Edinburgh, and which I put forward 
not dogmatically but just as an example. 


1. At the outset of labour the patient's whole body should 
be thoroughly washed if time and her general condition permit, 
In hospital this is done by a spray bath, with the woman 
sitting on a stool or lying on a slab, to prevent the possible 
entry of soiled water into the gaping vulva of a multipara. In 
the absence of such facilities a bed bath, or in an emergency 
a thorough washing of the lower abdomen, vulva, and thighs, 
must suffice. 

2. The vulva and pubes are shaved, again well washed with 
soap and water, and dried. Thereafter a soap-and-water enema 
is given unless the patient is bleeding or is advanced in labour, 
and, after the rectum has been evacuated, the whole area is 
treated with S per cent. dettol as a lotion or in the form of 
30 per cent. dettol cream. 

3. Before any examination, and in any case always at the 
end of the second stage, dettol lotion or cream is again 
applied. We more often use dettol blue—that is, dettol with 
an inert pigment—for the skin, as it clearly shows the limits 
of the area treated. 

4. Before examining or delivering, the obstetrician washes 
his hands thoroughly with warm running water and soap, 
rinses them in methylated spirit, dons a sterile cap, mask, and 
long-sleeved gown and sterile gloves.. Dettol cream is used 
as a lubricant for the fingers and for such instruments as the 
forceps. If running water is not available care must be taken 
that the basins used have been sterilized, and the water itself 
should be boiled wherever there is any dubiety about it. 

5. The vagina is not treated antiseptically except in the 
presence of a leucorrhoeal discharge, in which case it is 
douched out with 5 per cent. dettol solution immediately 
before delivery. 
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6. After delivery the vulva, buttocks, and thighs are swabbed 
clean with 5 per cent. dettol and a sterile gamgee pad applied. 


Obviously such a technique is not applicable in detail 
in many of the houses of the poor, but, given the pro- 
vision of a sterile outfit by the local authority, something 
closely approximating to it is usually possfble. I would 
draw attention to L. Colebrook’s (1938) evidence that 
dry hands or dry unsterilized gloves can be rendered 
sterile and even actively antiseptic by rubbing pure dettol 
or 30 per cent. dettol cream into them until they are 
dry. In an emergency this is an invaluable hint. 

I anticipate that the question of masks will arise in 
this discussion, but if the importance of spray or droplet 
infection from the mouth or nose of an infected attendant 
or even a healthy “carrier™ upon hands, dressings, and 
instruments, or upon the vulva itself, is admitted, then it 
seems to me that the wearing of a mask is the obvious 
and inescapable common-sense preventive measure. The 
only alternative to a mask is to conduct the labour in 
absolute silence, but an unexpected and irresistible cough 
or sneeze may betray even the most devout Trappist. 
Moreover, the mask to be adequate must consist of at least 
four folds of fine-meshed gauze and must itself have been 
sterilized. Many of the masks in use are more figurativeiy 
than literally of the nature of lip-service to the doctrine 
enunciated. 


With this technique the further endeavour to prevent 
infection during labour lies in the observance of the prin- 
ciples of good midwifery in the conduct of the case, 
in particular in the avoidance of trauma, haemorrhage, 
and exhaustion. Unnecessary interference is certainly to 
be deprecated, but unnecessary delay is also undesirable, 
and the obstetrician who has conscientiously observed the 
precautions mentioned need not fear to undertake any 
minor intervention, such as a low forceps operation. 
Major forms of intervention, especially those involving 
the introduction of the hand into the uterus, must always 
remain more dangerous, and will always carry some toll 
of subsequent infection. Whenever possible they should 
be carried out in a hospital, where the surroundings, the 
facilities, and the number of assistants are more suitable. 


The Puerperium 


In the early days of the puerperium similar precautions 
must be maintained, for there is abundant evidence that 
some women become infected a day or two after 
delivery. The main principle is again the prevention of 
infection trom the hands, nose, and throat of the nurse 
or others attending the patient; and to this must now be 
added the prevention of contagion, air-borne or other- 
wise, from one patient to another. Before giving any 
attention to the genital area, the nurse must scrub her 
hands and torearms and should don a mask and sterile 
gloves. In hospitals and nursing homes each patient 
should, as far as pessible, have her own individual outfit 
and equipment, and where this is impessible all articles 
should be sterilized before use. In particular does this 
apply to bed-pans. The importance of fresh air and 
sunshine, and the promotion of drainage of the uterus 
by propping the patient into a sitting position at frequent 
intervals after the first twenty-four hours, need only be 
mentioned. 

The sphere of drugs in the prophylaxis of infection in 
the puerperium has received attention from time to time. 
Quinine, for example, has long had a vague but rather 
unsubstantiated reputation in this respect, and in com- 
bination with ergot is widely used. The recent introduc- 
tion of sulphanilamide preparations and their striking 
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success in the therapeutic treatment of streptococcal 
infections naturally raised the question whether their 
administration would be correspondingly successful in 
prophylaxis. To test this my colleagues and I in the Royal 
Maternity Hospital, Edinburgh (Johnstone, 1938), made 
a rough-and-ready clinical experiment on a large scale by 
giving a prophylactic course of these drugs to every 
patient delivered in the hospital during the year 1937, 
A comparison of the results of the year’s working with 
those of the previous year showed a reduction in the 
number of puerperia which were morbid according to 
the B.M.A. standard from 3.06 per cent. in 1936 to 1.9 
per cent. in 1937. In order to test the real significance 
of this apparent improvement we are this year using 
all sulphanilamide drugs only as therapeutic agents in 
cases of pyrexia in which infection is suspected : and the 
further comparison of our 1938 figures with the two 
previous years may prove interesting. In the mean- 
time I hesitate to make what may prove to be exaggerated 
claims for the prophylactic use of these drugs, although 
in our experience their administration was apparently 
beneficial and was seldom, if ever, associated with any 
detriment. 


Control of Infection 


I pass now to the question of the control of infection. 
In the first place a chart of the morning and evening 
temperature and pulse should be kept during every 
puerperium, and the nurse should make a daily note of 
the state of the lochia and of any abnormal symptoms. 
Any rise of temperature to 100° F. after the first twenty- 
four hours should be regarded with suspicion, and if it 
recurs within the next twenty-four hours without some 
obvious extragenital reason the patient, if in a hospital 
or nursing home, should be removed forthwith to the 
segregation room or department. This is no counsel 
of perfection, but a most reasonable precaution. A high 
vaginal swab may be taken with advantage and sent to a 
competent bacteriologist, preferably one who has _ the 
means of grouping streptococci. Here I would interpolate 
that in our experience the ante-partum taking of vaginal 
swabs has not proved helpful, and the general conclusion 
is that such streptococci as may be found occasionally 
in the vagina before labour rarely cause serious infection 
after it. I do not deprecate the procedure, but I do 
not regard it as part of the essential technique, which I 
am trying to keep down to its simple elements. 

After segregation of the patient, the next step—and 
one of particular importance in hospitals and maternity 
homes, where infection is, for obvious reasons, most apt 
to become epidemic—is the bacteriological investigation 
of the nose and throat in all contacts with the patient 
who has developed infection. The logical sequel to this 
is, when at all possible, the’ temporary exclusion from 
obstetrical work of any persons found to be “ carrying ~ 
haemolytic streptococci and the segregation of any other 
patients in the same ward who are harbouring these 
organisms. Here again I would make an interpolation. 
Where there are no symptoms referable to _ these 
organisms, the preliminary swabbing of the throat and 
nose of those about to engage in maternity work, as well 
as the routine swabbing of those already engaged in it, 
seems to me unnecessary provided a technique such as I 
have described is conscientiously observed. Admittedly 
the omission of this step falls short of the full and rigid 
application of our present bacteriological knowledge, but 
I submit that the full application of that knowledge might 
well lead us into positions so impracticable as almost to 
paralyse the work of our hospitals as well as of the single- 


handed country practitioner. Lyons (1936) of Boston has 
estimated that in winter, when infections of the air- 
passages are common, the exclusion of all carriers of 
haemolytic streptococci—that is, of healthy carriers as 
well as those with recognizable infections—would reduce 
the staff of a hospital by 30 per cent. 1 believe that 
even the bacteriologists recognize the impracticability of 
this situation. Moreover, if routine test swabbing is to 
be done, how often is it to be done? If fortnightly, why 
not weekly? If weekly, why not daily? 


It should, however, be a rule in every maternity hos- 
pital or home that any nurse or ward servant suffering 
from a sore throat. or even from a cold, should report that 
fact to the matron, who should arrange for the prompt 
taking of swabs for bacteriological examination and for 
relieving such a person from duty in the labour room or 
puerperal wards until she has recovered and has had 
two swabs negative to haemolytic streptococci. The 
same principles should be observed by all doctors 
engaged in midwifery. Where these precautions cannot 
be carried out without grave dislocation of the work to 
be done—as, for example, in hospitals with limited staffs 
or in single-handed practice in country districts—pre- 
cautions against droplet infection should be _ intensified 
and rigidly observed. 


Air-borne Infection 


One last risk deserves consideration—namely, air- 
borne infection. A few years ago most of us would 
have belittled the serious suggestion of such a possibility, 
but recently the work of Cruickshank (1935), W. F. and 
M. W. Wells (1936), and Daryl Hart (1937) has shown 
us that the air in rooms occupied by infected patients 
contains multitudes of virulent organisms. is 
possibly the explanation of some epidemic outbreaks of 
sepsis in small hospitals and maternity homes which have 
no adequate means of segregating infected cases, as well 
as of some sporadic cases in domiciliary practice. 
Incidentally it may also possibly have been the explana- 
tion of the infection in the two recent cases in which the 
patients sued for and were awarded damages. In both 
of these instances a “clean” case was put into a ward 
in which there was another patient who had a high 
temperature and other symptoms which were strongly 
suggestive of puerperal infection, and who ought there- 
fore to have been segregated. Personally I do not think 
we can escape the conclusion that such a procedure does 
constitute a lack of reasonable precautions in an 
important respect. 


These two cases are profoundly important because they 
introduce an element of the fear of the law into ordinary 
midwifery practice, but we must not allow ourselves to 
exaggerate the position. No sane judge would allow 
damages against a doctor or an institution simply because 
the plaintiff had contracted puerperal infection. He 
would require to be satisfied that in some essential point 
or points there had been a breach in the observance of 
reasonable precautions. At the same time one successful 
claim is apt to encourage ‘others, and we must protect 
ourselves against vexatious actions. The doctor who 
signs a certificate of insanity or who treats a fracture 
without having recourse to radiographs does so nowadays 
at some risk to his peace of mind and his pocket. We 


must not allow any similar paralysing apprehension to 
enter the field of obstetric practice for lack of a clear 
statement as to what. in the present state of our know- 
ledge, are the simple and reasonable essentials of the 
proper conduct of a midwifery case. 


And if such a state- 


-- 
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ment cannot be derived from a discussion such as this, 
then we may possibly have to look to the Ministry of 
Health or to some equally authoritative source to frame 
one, 
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PREVENTION OF PUERPERAL SEPSIS* 


BY 


ETHEL CASSIE, M.D., D.P.H. 


Senior Assistant Medical Officer of Health (Maternity and 
Child Welfare), Birmingham 


No excuse is needed for the detailed consideration of a 
subject like puerperal sepsis, where slight carelessness, or 
even too great enthusiasm on the part of the nursing or 
medical personnel for remaining on duty, may result in 
tragedy. 

The Modern View of Puerperal Infection 


It is of great interest to notice the complete change of 
attitude since the war regarding the causes of the condi- 
tion. This shows more clearly than any other fact the 
progress that has been made, and gives us increasing 
hope for the future. When the Public Health Act, 1936, 
officially eliminated the term “ puerperal fever” the end 
of an epoch was indicated. The very points I have been 
asked to discuss to-day emphasize the general acceptance 
of the modern view of puerperal infection. We are no 
longer content to consider the possibility of infection in 
relation to the delivery alone. It is recognized that 
during the ante-natal period certain definite precautions 
should be taken. 

A good deal of stress is laid by some authorities on 
the importance of dental care. It is obvious that a clean 
mouth is a first step in personal hygiene, and the provision 
of dental treatment in connexion with ante-natal clinics 
is now recognized to be not only advisable but necessary. 
During 1937, 8,974 women received treatment at the child 
welfare dental clinics in Birmingham. The majority, or 
about 60 per cent., were sent from the ante-natal clinics 
and represent roughly 50 per cent. of those attending the 
clinics. This does not give a complete picture of the 
need, for there is still a good deal of prejudice against 
dental care. The provision of cheap dentures does much 
to encourage the removal of decayed teeth, however, and 
actually 968 women were supplied with dentures in 1937. 
At the City Maternsty Homes the women are so anxious to 
obtain admission that they submit to having dental care 
whenever the medical officer considers it necessary, this 
being a condition of admission. 


* Read in opening a discussion at a joint meeting of the Sections 
of Public Health and Hygiene, and Obstetrics and Gynaecology at 
~~ Meeting of the British Medical Association, Plymouth, 


The careful examination of every woman _ suffering 
from a vaginal discharge, with an inspection of the cervix, 
is an essential step in the preventive side of ante-natal 
care, and the treatment required must be insisted on. The 
possibility of throat and sinus infections must be 
remembered also. 

On the educational side, while the preparation of the 
delivery room is asked for by every district midwife, 
instruction should also be given to report the occurrence 
of any infective condition in the family, not forgetting 
the child with impetigo or otorrhoea. Such conditions 
should. of course, receive immediate attention. Health 
talks at ante-natal clinics should include information on 
such points. 

Ante-natal Care 


There is also the very important question of building 
up resistance. It is obvious that an anaemic and badly 
nourished woman will have a poor chance of recovery 
if she should be infected, and she is more liable to infec- 
tion. A complete system of ante-natal care should 
include the provision of a satisfactory diet. Milk alone 
is obviously not enough, although it is so valuable a 
food. The supply of meals in necessitous cases meets 
the need to some extent, but in the worst cases only. In 
the diet of a large proportion of working-class women 
iron, calcium, and vitamins are primarily deficient, and 
these can be supplied as useful supplements. 

Ante-natal care plays its full part in the prevention of 
sepsis only when every effort is made to obviate mal- 
presentations and disproportions, causing difficulties at 
labour. The importance of early induction of labour or 
of Caesarean section in suitable cases should not be over- 
looked in this connexion. The association of toxaemia 
and ante-partum haemorrhage with sepsis is universally 
recognized. It is not possible to deal successfully with 
toxaemia outside an institution, and ante-partum haemor- 
rhage, however slight, also requires full investigation. 
Sepsis often follows where repeated small haemorrhages 
have been allowed to occur. 


An obvious step is the provision of sterile dressings 
for district midwifery. The maternity packet is now very 
generally available, but it is not yet very generally used. 
I should like to see such sterile dressings supplied in 
every case and the cost included in the midwife’s fee. 
Meanwhile the careful instruction of the expectant mother 
in the proper preparations for the delivery is essential. 
The supply of drums of sterile dressings to every midwife 
rather than the use of sterile packets involves a prohibitive 
cost for transport as well as a high original expenditure, 
but some such provision for emergencies is advisable. 


The development of ante-natal care has proceeded very 
rapidly during the last ten years and the general standard 
is constantly rising, but even yet there is too little appre- 
ciation of the amount of actual ill-health requiring 
investigation and treatment in an institution properly 
equipped for such work ; such investigations, moreover, 
require to be guided by the physician rather than by the 
surgeon, for pregnancy furnishes more medical than 
surgical problems. 

The ante-natal clinics must be used to assist the district 
midwives, but there need be no failure in co-operation with 
general practitioners or hospitals if there is sufficient under- 
standing and good will on both sides. 


The Spread of Infection 


The spread of infection by the midwife or doctor in 
puerperal sepsis is now more often due to direct infection, 
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as in early throat, nose, and ear conditions, than to dirty 
instruments or neglect of personal hygiene. It is the 
attendant in the early stages of a sore throat, where there 
is little more than malaise to suggest danger, or again one 


- who has not sufficiently recovered from such a condition, 


who most frequently appears to be responsible for normal 
labours becoming septic. Where inquiries are made, such 
infections are often found to have been present; or, for 
that matter, a husband or child may be the origin of the 
infection, though in such cases there is less opportunity 
for direct contagion. Naturally with increased manipula- 
tion the possibility of infection is greater. 

It is essential that the midwife and doctor should 
regard their own state of health as an important factor, 
and those with any septic condition, however mild, should 
feel themselves bound to avoid midwifery. Even where 
some condition like otitis media or a chronic antrum 
appears completely quiescent there is danger, for with 
fatigue and strain the infecting organisms reappear. This 
may be observed, for instance, in the case of a midwife 
so affected: two or three notifications of puerperal 
pyrexia in her practice will be associated with a rush of 
work and a discharging ear or a painful sinus. Suspen- 
sion for weeks follows, with apparent recovery, and after 
some months the some incidents recur. The danger of 
a healthy individual becoming a carrier for a short time 
cannot be overlooked. 

The need for a high standard of personal hygiene is 
now so clearly understood that it need hardly be referred 
to, but those responsible for housing midwives should 
remember that a bathroom is as necessary as a kitchen 
and that facilities for sterilization of bowls, instruments, 
etc., are essential. A brief summary of the instructions 
issued to Birmingham City midwives may be of interest, 
and is available. 


The Midwifery Service in Birmingham 


One of the essentials of a midwifery service is the 
provision of sufficient relief midwives. It is necessary 
to arrange that the relief midwife does not come into 
contact with her sick colleague, a precaution that is easily 
forgotten. The wearing of masks by midwives, whether 
acting as maternity nurses or midwives, is now practically 
universal in Birmingham—only a few independent mid- 
wives are not using them. The city midwives wear gowns 
with masks attached. The patients raise no objections, 
and the measure of protection afforded is considered well 
worth while. 


“ith regard to institutional care, I should like to 
mention the very good record established at two of our 
maternity homes. The larger of the two homes, with 
847 deliveries in 1937, had only thirteen cases of notifiable 
pyrexia and no case of puerperal sepsis ; the second home. 
with 5J8 deliveries, had not a single case of notifiable 
pyrexia. These are genuine records, and most careful 
supervision is exercised to see that no rise of temperature 
is overlooked. The aseptic technique employed in these 
homes has justified itself. As regards the methods used, 
I should like to draw attention to a few points. 


All attendants are gowned and masked throughout all 
contact whatever with the patient. Dettol and flavine are 
the chief antiseptics used. Boiled bed-pans are employed 
on every occasion, and a second bed-pan is provided for 
swabbing. A gown for the use of the nurse when giving 
bed-pans and swabbings hangs at each bed. Masks are 
of fourfold gauze with paper between folds, and on 
removal they are placed in antiseptic lotion. Fresh sterile 
masks are available at the entrance to all wards. All 


bedding is disinfected after each case, as well as beds, 
lockers, etc. All wards are washed down after each 
batch of patients. Ward floors are never swept, but are 
polished and kept clean with damp mops to avoid raising 
dust. Nurses do not sort dirty linen, which is imme- 
diately removed from the vicinity of the wards. 


Time does not permit of other details, but I might add 
that each patient is provided with a paper bag to hold 
dirty handkerchiefs, etc., and that only husbands are 
allowed to visit. No nurse or doctor with the slightest 
cold or sore throat is permitted to enter the wards. If 
anything, the smaller home has observed a more stringent 
antiseptic technique, and this has been justified by the 
result. 

Throat and Nose Swabs 


The nurses are not accepted at these institutions with- 
out a preliminary medical examination and they are all 
general trained nurses. At one time a throat swab was 
taken, and if a haemolytic streptococcus was found the 
applicant was rejected, but the percentage of rejections was 
so high that this had to be abandoned. It must be under- 
stood that no typing was carried out. Swabbing would 
only be done at the institution in the presence of several 
cases of pyrexia, and so has not been found necessary in 
the maternity homes. 

With regard to throat and nose swabs in district 
practice, it is advisable to take these where several cases 
of puerperal pyrexia have been notified in a midwife’s 
practice. The swabs are almost inevitably positive to the 
haemolytic streptococcus, and it is then necessary to 
suspend the midwife till two negative swabs are obtained, 
which may mean weeks off duty. Typing may help here, 
but when not available attention paid to the throat and 
nose and the usual holiday in the country undoubtedly 
benefit the midwife’s health. Bacteriologists appear to 
vary in their findings, and it is sometimes helpful to try 
a second expert when the period of off duty is too pro- 
longed. Without typing, swabs give only a vague indica- 
tion of the source of infection, but in an outbreak with 
one common attendant swabs are worth while and offer 
some measure of protection. 


Notification of Pyrexia 


On the occurrence of puerperal pyrexia it is the mid- 
wife’s duty to send for medical help at once. She must 
then notify the supervising authority through the midwives” 
supervisor that she has been “in contact with a person, 
whether or not a patient. suffering from puerperal fever 
or any other condition which may raise suspicion of 
infection,” in the words of Rule 9. 

The medical practitioner often misunderstands the 
situation. He considers the pyrexia is not yet notifiable 
and he mistakenly instructs the midwife that there is no 
need to inform the supervisor. There is, as a matter of 
fact, no connexion: the one is a question of keeping the 
rules of the Central Midwives’ Board, and the other is a 
notification. No midwife can notify puerperal pyrexia, 
but having been in contact with it she is bound to obey the 
rule. Our own practice is to instruct the midwife to 
inform the doctor that she will not be allowed in the 
ordinary course to continue on the case, and to request 
him to call in the district nurse, whose fee will be met by 
the local authority. Only under very exceptional circum- 
stances would the midwife be permitted to continue in 
attendance. She would then attend no other case. 

A further safeguard in relation to midwives and spread 
of infection is the enforcement of a rule that the prac- 
tising district midwife must not attend miscarriages owing 
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to the frequency of sepsis in these cases. As a matter 
of fact they seldom would, for as a rule they have not been 
booked so early in pregnancy, but there is some danger 
that the midwife might be called in by a doctor. The 
district nurse is obviously the right person, and there 
appears to be no reason why she should not be used. 


The District Nurse-Midwife 


Rural areas are frequently served by a district nurse- 
midwife. This is, in my opinion, a bad practice, and is 
no longer needed, with the sufficient use of motor cars 
and telephones. Where distances are too great for this, 
it. is surely the duty of the local authority to provide 
institutional care and a home-help service. Rural local 
authorities are too often content to throw up their hands 
and talk only of the difficulties of long distances, mean- 
while making no effort to meet them. There is also a 
great tendency to say countrywomen will not accept this 
and that, when they are given no chance to say they will. 
As a matter of fact the patience and long-suffering of the 
rural population are wonderful, but are wearing rather thin. 


Provision for Emergency Cases 


The situation in a maternity institution admitting emer- 
gencies is often very difficult, and there is undoubtedly 
a higher sepsis rate in such institutions than there would 
be if the accommodation was of a higher standard. 


Separate delivery rooms and separate wards, with ample 
single-room isolation, are essential for satisfactory work 
with vmergencies, but are seldom or never available. 
Frequently the institution tries to do more than it has 
accommodation for and so lowers the general standard. 
No maternity institution, moreover, can afford to be 
without isolation rooms for the potentially septic cases, 
and these should be provided even where arrangements 
are made for the immediate removal of every case of 
notifiable pyrexia. 

Conclusion 

I would like to emphasize that the prevention of 
puerperal sepsis depends on intensive and intelligent ante- 
natal care, with precautions directed towards safeguarding 
the patient from infection carried by the attendants, both 
during and after delivery. The greatest danger lies in the 
patient being infected through the attendant’s own failure 
in health, and the best safeguard is the building-up of 
the patient’s resistance by proper nutrition and the early 
and efficient treatment of all toxic or debilitating condi- 
tions, as well as by intelligent anticipation and treatment 
of obstetric abnormalities. At the same time the most 
stringent precautions should be taken in relation to 
asepsis, dust infection, etc., since all the ordinary risks of 
wound infection are constantly present. 

The results of a careful technique show that institutional 
care can be rendered free from risks other than those 
inseparable from midwifery. The situation is very 
different where proper care is not exercised. 

I should like to add a plea for closer co-operation with 
the public health authorities on the part of general 
practitioners. Notification of puerperal pyrexia is not 
a meaningless formality ; it helps to ensure efficient super- 
vision of midwives and gives information of the utmost 
interest in assessing the value of various precautionary 
and preventive measures. 

The present statistics of puerperal pyrexia are valueless 
for district practice: they are fallacious, since a very 
large number of cases are never notified. 


THE PREVENTION AND CONTROL OF 
PUERPERAL SEPSIS : 
ADMINISTRATIVE ASPECTS* 

BY 
A. MASSEY, M.D., D.P.H. 

Medical Officer of Health, City of Coventry 


Extent and Nature of the Problem 


The Report on an Investigation into Maternal Mortality 
published by the Ministry of Health last year contains 
interesting figures relating to the role of sepsis in the 
causation of puerperal mortality. In this connexion, for 
example, it is shown that in a series of 770 maternal 
deaths investigated in selected areas puerperal sepsis was 
deemed to have been the cause in no less than 39 per cent. 
of cases. In the country generally it appears that 30 per 
cent. to 40 per cent. of all maternal deaths are attributable 
to sepsis. For the year 1937 in England and Wales the 
maternal mortality rate was 3.11 per 1,000 total births, the 
rate for puerperal sepsis being 0.94. Although figures 
relating to maternal morbidity are not available, it is safe 


‘to assume that sepsis is similarly a dominant factor in 


causation. 


Maternal Mortality for the Year 1937 in Certain Towns 


From From 
Total 00 Causes 
Barrow-in-Furness .. 4.90 0.98 3.92 
Bolton 6.10 0.87 5.23 
Bootle és 3.66 1.83 1.83 
Bournemouth st 2.85 0.71 2.14 
Bristol ais 3.53 1.12 2.41 
Coventry .. 3.06 0.30 2.76 
Darlington: .. 1.68 0.84 0.84 
Derby 4.66 1.39 3.27 
Dundee 5.12 1.92 3.20 
Eastbourne .. 4.69 1.56 3.13 
Edinburgh .. 4.55 1.17 3.38 
Liverpool .. 2.31 0.58 ‘73 
Middlesbrough 4.59 1.77 2.82 
Stoke-on-Trent 4.59 0.84 3.75 
Sunderland .. oe oe 3.45 1.06 2.39 
Walsall 4.04 2.02 2.02 


These considerations underline at the outset the first 
importance of measures directed to the prevention and 
control of puerperal sepsis. It must be confessed, how- 
ever, that hitherto these measures have been attended 
with but limited success. It is notorious that, in contrast 
with a spectacular reduction in infantile mortality, little 
or no impression has been made upon the maternal 
mortality rate. Maternal deaths due to sepsis have in 
fact increased to some extent in recent years. The 
measures of social, economic, and environmental ameliora- 
tion that have lowered the infantile death rate in so marked 
a fashion have hitherto proved of much less avail against 
maternal mortality. Some investigators, indeed, have 
adduced findings to indicate that the incidence of puerperal 
sepsis actually tends to increase on ascent of the social 


* Read in opening a discussion at a joint meeting of the Sections 
of Public Health and Hygiene, and Obstetrics and Gynaecology at 
the Annual Meeting of the British Medical Association, Plymouth, 
1938. 
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scale. But there are many complex factors here at work, 
such as, to take a single example, the larger proportion of 
first confinements among the more well-to-do classes. 

Improved standards of general midwifery practice are 
admitted to constitute the basis of measures for the pre- 
vention and control of puerperal sepsis. To attain these 
standards is not entirely a matter of obstetrics but partly 
also a matter of administration. The administrator can 
do much to raise the standard of skill and method in 
midwives’ practice, and to improve the conditions under 
which obstetricians and midwives work and also the 
human material with which they have to deal. To the 
administrator also falls the task of evolving policy, notably, 
for example, in connexion with the relative claims of 
institutional and domiciliary midwifery, with the conduct 
of ante-natal centres, with the enforcement of notification 
of puerperal pyrexia, and like matters. Then again—and 
this is all-important—he is concerned with the education 
of public opinion on behalf of maternal welfare. I will 
deal briefly with some of these points. 


Standard of Midwives’ Practice 


Although the proportion of confinements attended by 
doctors and midwives respectively varies somewhat widely 
area by area, it is probable that in the country as a whole 
some 70 per cent. are attended by midwives alone. In 
accordance with the modern trend of thought, moreover, 
it is likely that a still larger proportion of normal con- 
finements will be undertaken by midwives in future. Thus 
it is that in the prevention of puerperal sepsis no measure 
is more important than that of raising the standard of 
midwives’ practice. This at once indicates the supreme 
rationale of the Midwives Act, 1936, which has for its 
primary objects the improved education and status of 
midwives, the elimination of unsuitable persons from mid- 
wifery practice, and the competent control and supervision 
of midwives remaining in public or private practice. 

The schemes of full-time salaried midwives for 
domiciliary practice, now being operated under the 1936 
Act by local authorities or by approved voluntary asso- 
ciations under the surveillance of local authorities, have 
attracted to their service the best of available personnel 
in the various localities. Increasing numbers of residual 
private practising midwives are capitulating to the lure of 
compensation as offered them by the Act and under the 
stress of decreasing practice due to the competition of 
official services. This in time will tend to produce a better 
type of midwife, under improved control, and should 
devolve advantageously in the combat with puerperal 
sepsis. Administratively the full-time salaried midwife has 
many advantages relevant to the present theme. Impor- 
tant among these is the fact that, unlike her colleague in 
private practice, she has no financial inducement to avoid 
suspension from duty following contact with infection. 


An interdiction by local authorities and voluntary asso- 
ciations concerned, in respect of the continuation in their 
service of midwives after marriage, may well be a neces- 
sary measure against puerperal sepsis, for when she has 
young children of her own, with their liability to scarlet 
fever, otitis, sore throat, and the like, the married midwife 
is more than ardinarily liable to convey infection. This 
does not, of course, apply to midwives of middle age, or 
beyond, who were already long married when initially 
admitted to the service. 


The Part of the Gexeral Practitioner 


The increasing tendency for normal confinements to be 
conducted by midwives restricts the experience in this 
branch available to medical practitioners, who are never- 
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theless expected to be equal to all emergencies to which 
they are summoned by midwives. In this connexion it 
is of course recognized that unskilled or untimely inter- 
ference is a common cause of puerperal sepsis. These and 
similar considerations have led to the advocacy in some 
quarters of panels, limited to doctors with special experi- 
ence in midwifery, for dealing with midwives’ emergency 
cases instead of the present system whereby all medical 
practitioners are eligible for the work. 

Notification by medical practitioners of cases of infec- 
tious disease is recognized as a necessary condition of 
control. This applies to puerperal pyrexia no less than to 
other infectious diseases, and yet im many areas the 
notifications of puerperal pyrexia are notoriously incom- 
plete. As a result of the Public Health Act, 1936, the 
procedure in regard to the notification of puerperal 
febrile conditions has been simplified. Formerly, for pur- 
poses of notification, it was necessary to categorize these 
conditions into either puerperal fever or puerperal pyrexia. 
The effect of the new legislation is that the previous 
administrative differentiation between puerperal fever and 
puerperal pyrexia is removed, and all puerperal febrile 
States are notifiable as puerperal pyrexia. A more com- 
plete system of notification of this condition by medical 
practitioners is a necessary and ready line of reform in 
connexion with the control of sepsis. 


Institutional vy. Domiciliary Midwifery 


In recent years there has been a progressive increase in 
the hospitalization of maternity cases. The Midwives Act, 
1936, may now serve in some degree to check this 
tendency, for one of its objects appears to be that of 
restoring domiciliary confinements to greater favour. This 
has a bearing upon the prevention and control of sepsis, 
although it is difficult to define or assess. In most areas . 
the increasing public demand for institutional confine- 
ments has overtaxed available beds, and either an over- 
crowding of cases or a diminution of the routine length of 
stay in hospital has resulted. In this way the risks of 
puerperal sepsis have been increased. Thus it appears 
that a necessary measure is either substantially to increase 
maternity bed accommodation or to limit admissions. 
The latter may well be the right as well as the readier line 
to take, notably in view of the improved domiciliary mid- 
wifery services already available as a result of the 1936 
Act. 


Cases for institutional maternity beds might usefully be 
restricted to (a) those showing abnormality as revealed 
at ante-natal investigation, (4) primiparae, and (c) cases 
from unsatisfactory homes. Thus the maternity hospital 
would deal largely with such types of case as constitute 
the worst “risk” in connexion with the possible super- 
vention of puerperal sepsis. Then, again, the admission 
of emergency cases of potential sepsis has to be considered. 

These things indicate that the careful planning of accom- 
modation in maternity hospitals and in maternity units 
attached to general hospitals 1s a measure of fundamental 
importance in the prevention and control of puerperal 
sepsis. For this purpose separate isolation blocks are 
desirable for the accommodation of (a) cases of sepsis 
occurring in the routine practice of the hospital or unit, 
and (b) emergency admissions of actual or possible sepsis. 
In too many maternity hospitals or units the lay-out of 
accommodation is such that difficulty arises in circum- 
scribing infection. Nowadays it may well be more 


important to have ample isolation accommodation for 
cases of puerperal sepsis than to have small-pox hospitals. 

With regard to the hazard of puerperal sepsis there is 
some division of views as to whether a maternity hospital 
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is better as a separate entity or as a unit attached to a 
general hospital. The latter gives greater economy of 
administration, and it is likely that any epidemiological 
risk that may attach to the arrangement as such can be 
obviated by proper planning of.the unit and by careful 
internal administration of the hospital. 


Laboratory Facilities 


In controlling puerperal sepsis a combination of 
epidemiological and bacteriological investigation is usually 
necessary, as, for example, in the determination of carriers 
and other agencies of infection. It should be just as much 
a matter of routine practice systematically to investigate an 
occurrence of puerperal sepsis as it already is in the 
case of the other major infections. Appropriate adminis- 


trative action—in connexion with maternity hospitals, in | 


the suspension of midwives from duty, and like matters— 
depends very often upon bacteriological findings. From 
the administrative point of view, therefore, adequate 
laboratory facilities are of obvious importance, and should 
be made available wherever possible in each area. In 
regard to laboratory services in general, there is useful 
scope in many districts in the matter of joint laboratory 
schemes conducted by the local authority and the local 
voluntary hospital in partnership. 


Nutrition of Expectant Mothers 


In the attempt to promote in expectant mothers a 
resistance to infection attention to the nutritional state is 
clearly of importance. For this purpose general powers 
for the “care” of mothers are contained in Section 204 
of the 1936 Public Health Act. This section replaces that 
part of the 1918 Maternity and Child Welfare Act which 
dealt with the promotion of maternal “ health.” It appears 
that the word “care” now introduced is capable of the 
widest interpretation. Most or all maternity and child 
welfare authorities include in their schemes arrangements for 
the supply to expectant mothers of liquid milk or dried milk 
at cost, part-cost, or free, according to the ascertained 
means in each case. In a few areas the schemes also embrace 
“milk meals” or dinners for necessitous cases. The 
“milk meal” consists of milk and bread-and-butter, and 
is usually served about 11 a.m. The “dinner” is a com- 
plete meal, produced usually in a municipal kitchen and 
served at midday. To ensure that the expectant mothers 
themselves actually receive the meals, the latter need to 
be served at prescribed centres under supervision. Such 
measures as these have relevance—indirect but important 
—in the general combat with puerperal sepsis. 


Formation of Public Opinion 


Public or private agencies working on behalf of maternal 
welfare cannot achieve the best results without the active 
co-operation of the individuals whom they seek to help. 
The expectant mother herself may often be the final 
arbiter on the question of whether or not her confinement 
is to escape contingencies. In order to induce her to seek 
adequate ante-natal care and to follow faithfully the 
advice she receives, popular education in these matters 
is necessary. This comes largely within the province of 
the health administrator, although the family practitioner 
can take a vital part as an educator within the limits of 
his. practice. 

Medico-legal Aspects 


In connexion with puerperal sepsis it is important to 
say a word concerning the liabilities and responsibilities 
of those in administrative charge of maternity hospitals or 


domiciliary midwifery services and of those in clinical 
charge of maternity cases. I shall be brief, however, 
because a later speaker is to deal with this matter specific- 
ally. The Lindsey County Council v. Marshall case, 
which was carried to an appeal in the House of Lords in 
1936, threw much light on the subject, notably in so far 
as concerns responsibility for the conduct of maternity 
hospitals and concerning the respective liabilities of local 
authorities and their medical officers. 


The present position appears to be that any medical 
practitioner—whether in public or private practice—per- 
forming clinical work in the conduct of maternity cases 
is personally liable for all that flows from his (or her) acts 
or omissions. On the other hand, where a medical officer 
is performing an administrative act or a ministerial act 
as required by some statute or order of a governing or 
employing authority, the latter would be the defendant 
or would be joined as a defendant. In short, it appears 
that the clinical practitioner stands alone in this matter, 
whereas the administrative medical officer has his employ- 
ing body behind him. Despite the foregoing, however, 
there are borderline cases in this connexion which fully 


’ tax the legal judgment. 


In the Lindsey County Council v. Marshall case the 
appeal of the local authority in question was dismissed, 
and the main grounds for the decision appear to have been 
that the focal point in the case was an administrative 
one—namely, that at the time the plaintiff was admitted 
to it the maternity home administered by the county 
council was not reasonably safe, by reason of the prior 
presence of a case of puerperal sepsis about which the 
plaintiff was not informed. 


The responsibility of a local authority or other govern- 
ing body in connexion with a maternity home appears to 
be to satisfy itself so far as possible as to (a) the suitability 
and safety of the accommodation provided, (b) the supply 
of proper food, (c) the adequacy of the equipment, and 
(d) the reasonable efficiency of the staff it employs. The 
last two points also apply in the case of a domiciliary 
service of midwives. 


Conclusion 


The part prescribed for me in this discussion has 
relation to the administrative aspect only, and I trust that 
I have kept the bounds of my allotted sphere. The 
subject under consideration is complex and wide, and ia 
respect of omissions I must plead the set limits of time and 
space. 


The Minister of Health on July 26 opened a new general 
hospital at Louth, Lincolnshire. The hospital was formerly 
a Public Assistance institution, which has been converted by 
the erection of a large ward and alterations to the existing 
building at a cost of about £71,500. It has accommodation 
for 200 beds. ‘“ The public health hospitals should co-operate 
with, and not rival, the voluntary hospitals,’ said Dr. Elliot. 


“Indeed this principle of consultation is a statutory require-_ 


ment of the Local Government Act of 1929.” He described 
the great change that had come in the status of the old Poor 
Law hospitals with the passing of the Local Government Act 
of 1929, which empowered local councils to “ appropriate ” 
individual institutions to the public health services. This 
process expunged the so-called stigma of the Poor Law and set 
up a new hospital service of great national importance. He 
noted with approval that in the Lindsey area of Lincolnshire 
a consultative committee had been set up representative of 
the voluntary hospitals and the county council, which did 
excellent work in co-ordinating the hospital services as a 
whole, 
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PREVENTION AND CONTROL OF 
PUERPERAL SEPSIS : 
BACTERIOLOGICAL ASPECTS* 


BY 


R. M. FRY, M.R.C.S. 


Assistant Director of the Bernhard Baron Research Labora- 
tories, Queen Charlotte’s Maternity Hospital, London 


Under the name of puerperal sepsis we have to include 
bacterial diseases due to a number of different infecting 
organisms, and dissimilar both clinically and in the manner 
in which the infection is spread. The organisms con- 
cerned in the more severe forms of puerperal sepsis are 
fortunately few in number. They are: 

(i) Haemolytic streptococcus (Lancefield’s Group A). 
Haemolytic streptococci belonging to Groups B. C, and G 
are much less common, and the infections caused by them 
are seldom severe. 

(ii) Anaerobic streptococci. 

(iit) Bacillus coli. 

(iv) Staphylococcus. 

(v) Bacillus 
bacilli. 

(vi) Pneumococcus. 


welchii, and other spore-bearing anaerobic 


For purposes of prevention and control of sepsis a know- 
ledge of the common sources of the infecting organisms 
is of more importance than knowledge of the clinical 
features of the disease. 


Two Groups of Organisms 


The organisms enumerated above fall into two clearly 
defined groups. The first group, with which I shall deal 
first in order to dismiss it, contains the anaerobic strepto- 
cocci, B. coli, and B. welchii. These organisms are all 
normally present in or near the genital tract—the 
anaerobic streptococci in the vagina, and B. coli and 
B. welchii in the faeces and therefore probably con- 
taminating the skin of the perineum. The explanation 
why such infections are not more common appears to lie 
in the fact that these three organisms do not multiply 
readily in normal lochia or serum; but their growth is 
favoured by the presence of necrotic tissue such as may 
be found when there has been severe trauma or when 
fragments of placenta or membranes have been retained. 
The passage of the organisms into the uterus is of course 
facilitated by the introduction of hands or instruments into 
the uterus. The influence of injury or interference on such 
infections is shown by figures from Queen Charlotte’s 
Hospital Isolation Block. During the four years 1933 
to 1936, out of thirty-eight consecutive cases of anaerobic 
streptococcus septicaemia only four had normal labours 
without severe trauma or interference such as manual 
removal of the placenta or self-induced abortion. This 
is in striking contrast to the haemolytic streptococcus 
septicaemias during the same four years, when, out of 
eighty consecutive cases, no fewer than forty-four followed 
normal delivery with no interference or trauma. 


These figures, with similar ones which can be obtained, 
on a smaller number of cases, for the B. coli and B. 
welchii infections, clearly support the view that infections 
by these organisms are mainly those of complicated 
obstetrics, and I would suggest that the control of such 

* Read in opening a discussion at a joint meeting of the Sections 
of Obstetrics and Gynaecology, and Public Health and Hygiene at 


—- Meeting of the British Medical Association, Plymouth, 


infections lies more in the hands of the obstetrician than 
of the bacteriologist. I do not propose to go into the 
large question of antiseptic technique from the bacterio- 
logical point of view. From the medico-legal aspect it 
is doubtful if infections by these three organisms are of 
much importance. They do not appear to be commonly 
transmitted from patient to patient, and, in any case, 
proof of such transmission would be hard to obtain in 
view of the frequency with which they are normally 
found in or near the genital tract. 

In infections due to the other group of organisms—the 
haemolytic streptococcus, the staphylococcus, the 
pneumococcus—we are faced with a very different 
problem. I propose to deal with the haemolytic strepto- 
coccus alone first. It was shown by Lancefield and Hare 
in 1933 that in a series of 855 vaginal swabs taken from 
normal women at the beginning of labour no haemolytic 
streptococci belonging to Lancefield’s Group A were seen. 
There is as yet no record of these organisms being found 
in the normal vaginal swab before delivery. It is an 
interesting fact that of the patients at Queen Charlotte's 
isolation block infected with the haemolytic streptococcus 
about 40 per cent. have negative vaginal swabs before 
discharge from hospital and almost all are negative within 
a month after discharge. This suggests that the normal 
genital tract is not a favourable situation for the survival 
of the haemolytic streptococcus, Group A. 

In the absence of evidence to the contrary we are 
justified in assuming that these infections are introduced 
from some extragenital source. That this is often the 
case has been shown by the researches of J. Smith and 
of Dora Colebrook, both of whom found streptococci, 
serologically identical with those infecting the patient, in 
some extragenital source, in the patient or a contact, in 
about 75 per cent. of cases examined. 

We ‘have then, as one of the fundamental principles in 
the investigation of haemolytic streptococcus infections, 
to face the fact that practically all are introduced from 
some extragenital source during labour or in the early 
days of the puerperium. There are two other important 
facts, which I shall give in the form of figures taken from 
the records of Queen Charlotte’s Isolation Block for the 
seven years 1931 to 1937. These are: (1) of all cases of 
puerperal pyrexia admitted, only 33 per cent. were infected 
with the haemolytic streptococcus ; (2) of all fatal cases 
of puerperal sepsis, 70 per cent. were haemolytic strepto- 
coccus infections. 


Sources of Haemolytic Streptococcus Infections 


If we consider the chief possible sources of haemolytic 
streptococcus infections we find the following three broad 
groups: 

1. Infections from the respiratory tract, or rarely some 
other septic focus, of an attendant or other contact. 


2. Infections from the respiratory tract, or some other 
septic focus, of the patient herself. 

3. Infections transmitted from another septic case by 
attendants, dressings, instruments, or dust. 


How may such infections be prevented? I feel strongly 
that it is only through close co-operation between the 
obstetrician and the bacteriologist that success can be 
achieved. If I appear to stress the importance of bacterio- 


logical investigation too much it is for two reasons: 
first, that as a bacteriologist | am naturally biased ; and, 
secondly, that the two recent well-known cases in which 
legal action has been taken and heavy damages have been 
awarded have shown so clearly the dangers of neglecting 
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to make such investigations. The point for consideration, 
then, is to decide what measures to take in order to avoid 
doing too little on the one hand or, on the other hand, 
trying to do too much, so that the whole matter of 
bacteriological investigation becomes impracticable and 
absurd. 


Infection from Contacts 


In the first of the three groups mentioned above we have 
infections from attendants or other contacts. It is clearly 
too much to attempt frequent routine examinations of all 
nurses and doctors engaged in midwifery practice, and it 
is extremely doubtful if any valuable results would be 
achieved by such measures. On the other hand, it is 
essential to take swabs from the nose and throat when 
there are any symptoms suggesting respiratory tract infec- 
tion or any history of a recent infection of this kind. 
This should in my opinion apply not only to medical 
attendants but to any member of the patient’s family who 
is likely to be in the house at or near the time of delivery. 
Not only is respiratory tract infection to be watched for, 
but also any septic focus on the skin and, in children 
especially, any aural discharge. I would suggest, too, as 
a reasonable precaution, that a throat swab should be 
taken from any nurse before she starts maternity work, 
especially if she has been recently engaged in general 
medical or surgical nursing. At Queen Charlotte’s Hos- 
pital all new nurses and resident medical officers have 
throat and nose swabs taken before they start their duties. 


Infection from an Extragenital Source in the Patient 


In the second group—that of the infections from the 
respiratory tract, or other focus, of the patient herself— 
we are on more difficult ground. It is probably neither 
necessary nor wise to swab the throats of all patients 
as a routine, but when there is any history suggestive of 
recent respiratory tract infection this should certainly be 
done. This affords protection for the patient, for if the 
swab be positive special precautions can be taken, such 
as the wearing of a mask by the patient and the steriliza- 
tion of her hands by dettol cream. It is in such cases, 
too, that the prophylactic use of sulphanilamide at the 
beginning of labour might be expected to be of use. 
The doctor may also receive some protection, for if the 
patient should develop puerperal fever no claim for 
damages would be likely to succeed if there were definite 
evidence that she had haemolytic streptococci in the throat 
before delivery. 


Infection Transmitted from Patient to Patient 


In the third group we are faced with the problem of 
what must be done when a patient develops puerperal 
sepsis to safeguard the other patients. First, a vaginal 
swab must be taken and examined as soon as possible. 


I would emphasize this apparently obvious point particu- | 


larly, because there is a tendency at the present time to 
swab the throats of all attendants and take no steps to 
find out the nature of the patient’s infection. Since it 
is only in haemolytic streptococcus infections of the 
patient that the question of infection from the throats of 
attendants arises, and since only about one-third of the 
cases of puerperal sepsis are due to that organism, this 
practice is, to say the least, irrational. While waiting for 
the report on the vaginal swab the patient must, of course, 
be regarded as a suspect case and be strictly isolated, and 
those in attendance should not attend clean cases. If the 
swab is found to be positive for the haemolytic strepto- 


coccus, then, and then only, is it necessary to investigate 
contacts. Apart from this investigation of contacts 
efficient sterilization of the room and everything it con- 
tains must be carried out before admission of another 
case—another obvious point which is sometimes over- 
looked. It is not always recognized that the haemolytic 
streptococcus can survive in a dried form in dust for a 
long time. This was conclusively demonstrated in 1936 
by White, who showed that the dust of single-bedded 
rooms in which patients infected with the haemolytic 
streptococcus were nursed was always infected with that 
organism. She also showed that a human infection could 
be caused by infected dust, and that the streptococci could 
live in the dust for as long as ten weeks. 


Throat Carriers 


The question naturally arises as to what is to be done 
with nurses who are found to be. throat carriers of haemo- 
lytic streptococci. In my opinion there is only one possible 
answer—that they must be kept away from maternity 
work until negative. In view of the natural variations 
that occur in the amount of growth from a swab two 
consecutive negative results should be obtained before 


‘return to duty is permitted. There are, I know, those 


who hold different opinions from this, who believe that 
haemolytic streptococci in the throat are of no importance 
if the throat is clinically normal. This view has the 
advantage of putting the onus on the clinician, presumably 
a laryngologist, instead of on the bacteriologist, but the 
dangers from the medico-legal point of view must be 
great. It is difficult to imagine the line of defence in an 
action for damages where it was known that a nurse 
present at a delivery was a carrier, even if a “healthy ” 
one, of haemolytic streptococci. 


Co-operation between Clinician and Bacteriologist 


Finally, I must deal with the question of co-operation 
between clinician and bacteriologist. Speed is essential 
in all these investigations, and in order to help the bacterio- 
logist a definite request for an examination for the 
presence of haemolytic streptococci should be made 
instead of the usual vague request “for bacteriological 
examination ” or, even more briefly, “ ? orgs.” It must be 
remembered that a complete bacteriological examination 
of a swab from the throat or vagina may take many 
days ; a provisional report on the presence or absence of 
haemolytic streptococci can, however, nearly always be 
given in the morning after the day on which the swab is 
received, and the bacteriologist must be prepared to help 
by giving such provisional reports by telephone. If 
“ grouping” of any streptococci found is to be done, a 
further twenty-four hours will be required, but the number 
of cases infected by groups other than Group A is so small 
that a provisional report of ‘“‘ haemolytic streptococci 
present in large numbers” is sufficient evidence on which 
to take all necessary steps of isolation, specific treatment, 
and examinations for the source of infection. I may 
mention here that the haemolytic streptococcus in the 
vaginal swab in puerperal sepsis is nearly always present 
in overwhelming numbers or is absent, so that there is 
seldom much doubt as to the nature of the infection. 


Commentary 


It may appear that I have laid great stress on the 
haemolytic streptococcus infections. There are three 
reasons for this. First, as already mentioned, they are 
responsible for the majority of fatal cases ; secondly, they 
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are the infections in which we know that the organism is 
introduced from an extragenital source, and in which, 
therefore, the possibility of spread from attendants or 
from patient to patient has to be considered ; and, thirdly, 
they are the infections for which we have now a specific 
method of treatment in sulphanilamide and its derivatives, 
so that early diagnosis is important for the patient herself 
as well as for others who may run the risk of infection 
transmitted from the same source. 


From the bacteriological point of view, then, the issue 
is clear. We have first to investigate every case of 
puerperal pyrexia by taking a swab from the vagina (a 
cervical or intra-uterine swab is not necessary) and exam- 
ining primarily for haemolytic streptococci. May I inter- 
polate at this point my belief that there is no substitute 
for this examination, and that evidence gained from the 
clinical state of the patient can never give an accurate 
answer to the all-important question, “Is this a haemo- 
lytic streptococcus infection?” Having received a positive 
report on the swab, steps must be taken to find the source 
of infection, both in. the patient herself and in attendants 
and other contacts. The finding of a source in the patient 
is of little use in preventing the spread to others, as she 


will in any case be isolated, but from a medico-legal point 


of view it may be of use as a line of defence. If the 
vaginal swab is negative for the haemolytic streptococcus 
no investigation of contacts is necessary, since other infec- 
tions, with the possible exception of the very rare staphylo- 
coccal and pneumococcal ones, are not generally trans- 
mitted from an outside source. 


This much is clear, but the problem still remains of how 
to get the necessary examinations carried out quickly and 
accurately. There can be few places in this country that 
are not within easy reach, by post at least, of a laboratory, 
but because of the necessity for speed it is essential that 
the laboratory should contain at least one full-time experi- 
enced bacteriologist. If haemolytic streptococci are to be 
“ grouped *—and this is important, especially in examination 
of throat swabs, to avoid suspending nurses unnecessarily— 
the difficulty is greater still, as the number of laboratories 
in which this can be done is still small. At the Research 
Laboratories at Queen Charlotte’s Hospital we attempted 
to fill this gap by instituting a service for the examination 
of any swabs from maternity cases or their contacts for 
haemolytic streptococci only, and for the grouping of 
any such organisms found. If a few more laboratories 
would undertake similar work in some of the large towns 
throughout the country so that practitioners resident any- 
where in England could be sure of obtaining accurate, 
cheap, and, above all, quick reports, there would no longer 
be any excuse for attempting to solve the problems of a 
bacterial disease by clinical data alone. 


Standard specifications for protective clothing, respirators, 
gloves, and other articles of personal safety equipment may 
result from a meeting called recently at the request of the 
National Safety First Association and the Associated Slate 
Quarries. The meeting was attended by both makers and 
users of safety equipment, as well as by _ representatives 
from employers’ organizations, engineering institutions, trade 
unions, voluntary associations, and Government departments. 
A resolution was carried asking the General Council of the 
British Standards Institution to set up a representative industry 
committee to deal with all personal safety equipment. There 
are already B.S.I. committees dealing with individual articles 
of safety equipment, such as boots and goggles. The pro- 
posed industry committee would take over control of these 
committees, and would also deal with any future requests 
for the standardization of personal safety equipment. 


TREATMENT OF UNDULANT FEVER 
WITH PRONTOSIL 


BY 
CHARLES ZAHRA NEUMANN, M.D. 


The remedies which it has been proposed to use for the 
treatment of undulant fever are so numerous and varied 
that the natural conclusion is that few or none are really 
consistent in their action. Vaccines, so far, have proved 
of limited use, except in a few cases where they were 
injected intravenously and where the. curative effect may 
be ascribed to shock therapy. In my experience the 
results of vaccines, with few exceptions, have been 
disappointing. The severe and uncontrollable reactions 
accompanying intravenous vaccine therapy militate against 
the general acceptance of this form of treatment. 
When trypaflavine was introduced great hopes were 
entertained and good results were claimed. Certainly 


some patients recovered fairly rapidly after the dye, but 


in others no result was forthcoming. The same may be 
said of mercurochrome. Both these drugs are relatively 
toxic, and their direct introduction into the blood stream 
increases any potential danger. I have used fouadin, a 
trivalent antimony preparation, in a few cases, but the 
number is as yet too small to arrive at any conclusion. 
Good results have been reported by Manson-Bahr and 
by Young. 

A great desideratum would be an effective remedy that 
could be administered orally and that did not exert any 
undue toxic action. If the claims put forward in the 
cases described below are confirmed, then prontosil and 
its congeners would be ideal remedies in undulant fever. 


Cases Treated by Injection 


In Cases 17 to 20, prontosil was administered intra- 
muscularly, the dosage being one injection of 5 c.cm. on 
alternate days. The urine was stained red within a few 
minutes, which showed that the excretion was very 
rapid. With the dosage adopted, concentration of the 
drug in the blood was not likely to be high enough to 
influence the disease, and in three cases the results were 
disappointing. The first of these (Case 17) was that 
of a youth aged 18; as soon as his Widal reaction 
proved positive in a titre of 1 in 150 he was given a 
melitensis vaccine every third day in gradually increasing 
amounts. After three weeks he still ran a high fever 
and I decided to inject prontosil. He was given 5 c.cm. 
every other day for another three weeks. At the end 
of one and a half months of persistent treatment the 
patient was still feverish and suffering from rheumatic 
pains. The other two (Cases 18 and 19), young children 
3 and 4 years old, failed to respond after more than 
three weeks’ treatment by prontosil injections. The 
fourth case (No. 20) was that of a boy of 6. During the 
first week of his illness his temperature was as high as 
‘104° F., the blood-serum reaction was strongly positive 
to Br. melitensis, and he was then treated with intra- 
muscular prontosil injections on alternate days; at the 
third injection the temperature was 100° F. in the evening, 
and he was completely afebrile on the tenth day of 
treatment. No second wave of pyrexia occurred, 
although the patient was kept under observation for six 
months. 

It will be realized that in three of these cases the 
results were meagre, while in the fourth the normal 


| 

t 
re 
d 
f 
S 
n 
n 
IF 
a 
is 
tl 
d 
tl 
a 
&§ a 
if 
a 
d 
d. 
W 
a 
0 
0} 


iried 
cally 
oved 
were 
may 

the 
been 
tions 
ainst 


were 
1inly 


y be 
ively 
ream 
in, a 
the 
sion. 
and 


that 
any 
the 
and 
ever. 


ntra- 
1, on 
few 
very 
the 
th to 
were 
that 
ction 
en a 
asing 
fever 
c.cm. 
t the 
matic 
Idren 
than 
The 
g the 
xh as 
sitive 
intra- 
t the 
ning, 
of 
irred, 
yr SiX 


s the 
ormal 


AvuGustT 13, 1938 


Tue Britis 343 


duration of the disease seemed to have been materially 
curtailed. In the light of further experience with 
prontosil by mouth it is probable that the dosage ad- 
ministered intramuscularly was too small. 


Oral Treatment 


In all, sixteen patients were treated with prontosil red 
orally ; they were mostly children, and the results in 
the majority were gratifying. It must be premised that 
none of the patients was severely intoxicated and that 
the average duration of symptoms at the beginning of 
treatment was a week to ten days. In all a strongly 
positive Widal reaction to Br. melitensis was obtained. 
The initial dosage for children was four tablets of 
prontosil daily. Youths and adults received six tablets. 
After three or four days, according to the gravity of the 
case and its response to treatment, the number of 
tablets was reduced to three in the case of children 
and to four or five tablets in adults. Usually at the 
end of a week children were given two tablets and adults 
three tablets daily, and this was continued for a few days. 
It is advisable to give the drug for several days after 
the patient has become afebrile. 


Children sometimes dislike the red colour of the 
tablets, and it is a good plan to powder these and to 
mix them with some jam or marmalade, which is then 
spread on a cream cracker. Alternatively, one can use 
prontosil album. The effect of the drug on the tem- 
perature is usually prompt, and a daily fall of 1° F. may 
be expected. In some cases prontosil acts in an almost 
specific manner, while in others, a minority, the effect is 
disappointing. If no result is evident within a week the 
drug will be ineffective even after prolonged administra- 
tion. Why there should be this variation in individual 
cases cannot be explained. 


If given early in the course of the disease a great 
deal of the debility caused by the long duration of the 
fever is avoided and the patient can often return to 
school or to work within two or three weeks after treat- 
ment has been started. It must be remembered that the 
“disability period” of undulant fever averages two to 
six months. 

No severe toxic effects were observed after the ad- 
ministration of prontosil. In a few cases a curious 
lassitude, perhaps more correctly an abnormally quiet 
attitude, was noticed. This began about two days after 
the first dose and lasted for two or three days. Anorexia 
is usually asserted to be one of the toxic sequelae of 
the drug, but as this symptom is very common in un- 
dulant fever and does not become worse after taking 
prontosil little importance need be attached to it. In 
three cases slight vomiting occurred during the treatment, 
and in one case strangury; both these symptoms dis- 
appeared in a day or two when the dose was diminished. 
In two cases a slight degree of cyanosis of the cheeks 
Was seen. In no case was there any ground for alarm, 
and although the dose was with advantage reduced the 
drug was never entirely suspended. 

It is important to continue the treatment for a few 
days after the fever has disappeared. In two cases 
where this was neglected the pyrexia reappeared, but it 
as promptly vanished when prontosil was again given. 


Analysis of Cases 


Most of the patients were treated in the acute stage 
of the disease, and more experience in the chronic cases 
of undulant fever would be desirable. 
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Case 1.—A child aged 4 had been feverish for over a 
month when first seen. His evening temperature oscillated 
between 101° and 102° F. His general condition was good, 
and he was usually active enough to play with his brothers. 
He was given four prontosil tablets daily for four days, the 
number being then reduced to two in the twenty-four hours. 
On the third day after the onset of treatment the evening 
temperature was 99° F.; on the fifth day it was normal, and 
has remained so ever since. There were no rheumatic pains, 
so common a complication of undulant fever. 


Case 2.—A young man aged 28 was seen after four or five 
days of high fever. His blood-serum reaction was strongly 
positive to Br. melitensis. His general condition was fair, 
but occasionally at night he was restless and his mind 
wandered. He was given six tablets of prontosil daily. On 
the second day the temperature had dropped from 104° to 
102.5° F. By the fourth day the patient said that he felt 
much better, and the temperature was barely 100° F. On 
the sixth day the patient was normal, and the prontosil was 
stopped. Two days later the temperature suddenly rose to 
102° F., whereupon the drug was again administered, with the 
result that within two days the fever disappeared completely 
and the patient has been free from it since. No rheumatic 
pains or other complications marred an otherwise uneventful 
convalescence. 


Cases 3, 4, 6, 7, ond 8—These patients varied in age 
between 3 and 6 years. In all the blood-serum reaction was 
positive to Br. melitensis and the spleen palpable. Four 
tablets were given daily in jam; this was reduced to three 
and subsequently two tablets as the condition of the patients 
improved. None of the cases was seriously intoxicated, and 
recovery was prompt. In Case 4 slight cyanosis of the 
cheeks was observed on the third day; this disappeared on 
reducing the number of tablets to one daily. 


Case 5.—A young man aged 25 had been ill for three 
months, and the fever had lately been oscillating between 
100° and 102° F., with apyrexial periods lasting for a week or 
ten days. He complained of rheumatic pains about the ankles 
and the knees, and had lost weight considerably, for which 
his severe anorexia was mainly responsible. The spleen was 
palpable and the blood reacted strongly to Br. melitensis. 
The usual dosage of prontosil red was prescribed—that is, 
six tablets daily. After five days the patient was free from 
fever. His rheumatic pains persisted for a week and no 
further, then gradually disappeared. Although he was kept 
under constant observation for three months no further waves 
of pyrexia were recorded. 


Cases 9, 10, 11, 12, and 13.—These consisted of children. 
the youngest of which was barely 3 years old and the eldest 
10. The latter, as well as Case 10—a girl of 7 years old—was 
given six tablets for three days and four tablets subsequently. 
The average evening temperature among this group varied 
between 102° and 104° F. In a few days the fever chart 
showed a definite response to the drug, and in ten days all 
the cases were apyrexial. In all, the first was also the last 
wave of fever. No relapses were observed during the three 
months of observation. 


Case 14.—A child aged 5 years was afebrile after a week 
of treatment, and to prevent possible toxic effects prontosil 
was suspended. When three days had elapsed the patient 
developed a slight evening temperature, which rose to 102° F. 
the next day. Four tablets of the drug were given for a 
further five days, although the temperature had dropped to 
normal after the second day of treatment. 


Case 15.—A woman of 70 had been suffering from malaise 
and generally increasing pyrexia for over a week when a 
Widal reaction confirmed the suspicion that she had undulant 
fever. When prontosil was prescribed she was in poor con- 
dition: her temperature was 104° F., there was a certain 
amount of bronchial catarrh, and traces of albumin were 
found in her urine, with a few hyaline casts. In five days 
the evening temperature fell to 100° F., and on the seventh 


. day she was free from fever for the first time. Her genera’ 


condition improved considerably in the next few days, unti! 
a severe sciatica developed which lasted for two weeks. 
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during which period there was no fever. She was compara- 
tively well for a month, when pyelitis set in, with eventual 
heart failure and uraemia. 

Case 16.—A boy aged 12 was diagnosed as suffering from 
undulant fever, and this was confirmed by the positive blood- 
serum reaction. His temperature at the beginning of treat- 
ment was 104° F., and he had a considerable amount of 
bronchial catarrh; this improved with an expectorant and with 
poultices, but the fever remained high and was still 103° F. 
on the evening of the tenth day, although he had been given 
six tablets of prontosil red daily. This was now suspended, 
as albuminuria and casts appeared in the urine, and it was 
feared that prontosil, if not the actual cause, might. still 
further accentuate the renal condition. After a month the 
boy gradually improved and his appetite returned. Albumin 
disappeared, but tachycardia set in during convalescence. This 
condition is fairly common during convalescence: it rarely 
leads to any serious results, but usually persists for two or 
three weeks. Occasionally there would be a rise to 100° or 
101° F. for three or four days and then an apyrexial period 
of a week or ten days. The total duration of the fever in 
this case was a little over two months. 


Table giving Results of Treatment 


Duration No. 
Sex | Dosage woe Remarks 
ever Javes 
Intramuscular Injections of Prontosil 
17 18 M 14 inj. of | 2 months 5 Had previous vaccine 
5 c.cm. treatment (intra- 
each muscularly) 
1s 3 M 6 inj. 1 month 2 Had previous vaccine 
treatment (intra- 
muscularly) 
19 M. 8 inj. 3 weeks = 4 
20 M 5 inj. 10 days 1 
Prontosil Red given Orally 
1 4 M. | 4 tablets 6 days 1 
daily 
2 28 M. | 6 tablets | 10 ,, 2 Prontosil suspended at 
daily end of fifth day. Had 
a second wave lasting 
two days 
3 6 4 tablets Cs 1 Vomiting from second 
daily to fourth day 
4 5 F. 1 Cyanosis of cheeks on 
third day 
5 25 M 6 tablets > A chronic case—no 
daily \ other waves after the 
first week 
6 5k 4 tablets > 1 
daily 
7 3 2 1 Vomiting from second 
to fifth day 
6 M. 1 
10 7 F. 6 tablets AD: és 1 Vomiting from third to 
at first : fifth day 
4 tablets 
after- 
wards 
12 3 M 4 tablets}! 10 ,, 1 Strangury on fourth 
daily day 
13 10 F 6 tablets 10 ,, 1 
at first; 
then 4 
tablets 
daily 
14 5 FE; 4 tablets | 12 ,, 2 
daily 
15 70 F 6 tablets as Died 1} months from 
daily end of treatment 
16 12 M. % 2 months 5 Prontosil suspended 
after ten days 


Summary and Conclusion 


1. Twenty cases of undulant fever treated with prontosil 
are reviewed. 


2. In four the drug was administered by intramuscular 
injections on alternate days. In only one of these cases 
was the period of the disease perceptibly shortened. 

3. In the remaining sixteen cases oral administration 
was carried out. In fifteen of them the average duration 
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of the fever was seven days, ranging from two to twelve 
days. In one case the drug was apparently ineffective. 
As a rule cases which are untreated become fever-free in 
two to six months, though considerable variations are met 
with. 


4. None of the cases was seriously intoxicated, though 
some had high temperatures. 


5. Because of the limited number of cases, definite 
conclusions cannot as yet be drawn, but these results make 
further research desirable. 


6. Prontosil red and other oral sulphanilamide prepara- 
tions so far represent the most convenient treatment for 
undulant fever, and if the. results described here be con- 
firmed these drugs may eventually find a valuable place 
in the fight against this crippling and long-drawn-out 
disease. 


Malta, May 5, 1938. 


A COMPARATIVE TEST OF NATURAL AND 
CONCENTRATED ANTITOXIN IN 
TREATMENT OF MALIGNANT 
DIPHTHERIA 


BY 
B. A. PETERS, M.D., D.P.H. 


Medical Superintendent, Ham Green Hospital and Sanatorium, 
near Bristol; Lecturer in Fevers, University of Bristol 


Owing to the convenience of its administration the use 
of concentrated diphtheria antitoxin, containing only the 
globulin fraction of the serum of the immunized horse, 
is probably universal. The serum manufacturers claim 
that by depriving it of all its inert protein and other 
useless constituents it is less toxic to human beings, and 
they continue to offer more and more concentrated anti- 
toxins at higher prices. Since the appearance of malig- 
nant diphtheria in Bristol in 1921 there have been a 
few cases in which the administration of antitoxin in 
large doses intravenously failed to save life, even when 
the patient was treated within forty-eight to fifty-six 
hours of onset of the disease. It therefore occurred 
to me to investigate the relative values of natural (whole 
serum) antitoxin and concentrated (globulin only) serum 
to see if in the process of concentration the anti- 
toxin had lost any of its therapeutic efficiency. Con- 
centrated serum might still neutralize the same quantity 
of toxin in vitro, but it might not have the same avidity 
for combining with toxin in vivo, especially as the peptiza- 
tion of the globulin is not so perfect when redissolved 
after precipitation as it is in the unaltered natural serum. 
This can be demonstrated by examining each micro- 
scopically with a dark-ground condenser. 


The cases chosen for this trial are those which on 
admission were considered by the admitting medical 
officer to be so gravely ill as to need a large intravenous 
injection of antitoxin (usually 30,000 units) and 60 to 
100 c.cm. of 20 per cent. glucose, together with 16,000 
units intramuscularly. I have included only those cases 
in which it has been possible to give the full dose of 
antitoxin and glucose considered necessary: sometimes, 
with a restless patient, the needle has slipped out of the 
vein before the completion of the injection. The cases 


received natural or concentrated antitoxin alternately. 
As the number of cases suitable for the test has varied 
between only 11 and 23 per cent. of our total admissions, 
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it has taken six and a half years to amass the data now hyperpyrexia and symptoms of collapse. Temperatures 
analysed. Since the material was obtained from two up to 107° F. have been recorded in this series. These 


sources Over a long period the serum of several horses 
was used, thus eliminating a possible error, as the serum 
of different horses varies in its liability to produce reaction. 
The volume of the natural serum was two to three times 
that of the concentrated serum. The mortality rates 
and complications observed are given in Tables I and IL. 


reactions are dangerous unless the temperature per 
rectum is recorded every ten minutes and the usual 
measures are taken to deal with hyperpyrexia. 

Misled by the advertisements of serum makers, we were 
very much surprised to find that these severe reactions 
occurred in 23 per cent. of those treated with concen- 


Taste I. 
D f Di Admissi | 
ayo tseuse on mussion 
Total | Grand Difference | SE. of 
| | | Total % Difference 
2nd 3rd | 4th Sth 6th | | 
| | | 
Controls (concentrated serum) : | 
Recovered 53 | 44 12 9 4 
| 42 | 42 
Tesis (natural serum) : | | | | j | 
| | | ip 173 22.8 J | 
Died 9 2 1 40 | 
if 
Taste Il.—Complications of Cases Recovered. 
| | pig all Cac Tests 182 
| Paralyses | Serum Rashes Rigors, all C ases{ Controls 175 
| Cases Pal: 'Pal.,Phar.,, % | ence | | Deffer- | Ditfer- | S:E. of 
| Paiate | | | | Differ- | Total} % | | Ditter- 
Controls (concen- | 148 | = 3 | 1 56 37.3 | +119 SS 78 | 52.7} +199 | 56 || 42 23.0 | +21.9 | 3.47 
trated serum) j | | 
Tests (natural | 135 Ful | 47 | 348 | | | 
serum) | | i | i | 
Day of Death from Onset of Disease | 
| | | | | | | Total 
3rd | 4th | Sth | 6th | 7th 8th | 9th | 10th fith | 12th | 13th 14th | Over 14 
Controls (concentrated serum) .. ue 3 | 3 | 3 | 3 | 3 1 | 2 | 1 5 | 1 - - | 7 34 
Tests (natural serum)... we 1 | ‘1 «4 | a | 3 | 4 | 5 7? 3 2 2 | 7 | 40 
| i | | | 


Mortality Rates 


The percentage difference in the two series appears to 
favour the concentrated serum slightly (18.6 per cent., 
compared with 22.8 per cent.), but as the difference is 
only equal to the standard error it cannot be regarded 
as statistically significant. Therefore the two sera appear 
equal in life-saving properties. 


Paralyses 


In this series | have included only the more serious 
forms (palate, pharynx, and diaphragm), as ciliary 
paralysis is difficult to prove unless the patient is old 
enough to read. The difference here appears in favour 
of the natural serum, but as it is only twice the standard 
error it is not strictly admissible. This is also borne out 
by the fact that fatal paralysis occurred in four of the 
control series and five of the test series. 


Late Serum Rashes 


These occurred in 52.7 per cent. of the control cases 
and 34.8 per cent. of the test series. As the difference 
here is over three times the standard error it 1s probably 
Significant. 

Rigors and Hyperpyrexia 


The great disadvantage of giving foreign serum intra- 


-Yenously is the occurrence of severe rigors associated with 


trated serum and in only 1.1 per cent. of those given 
whole natural serum, although the latter cases received 
far more foreign protein than the former. It was 
observed that rigors occurred with equal frequency in 
the patients who recovered and in those who died. It 
was also found that in 50 per cent. of the fatal cases 
treated with concentrated serum death ensued within 
seven days of the onset of illness, but only 30 per cent. 
of those treated with natural serum died so early 
(Table IIL), suggesting some immediate toxic effect of 
the concentrated serum. However, whole horse serum 
is probably nearer human plasma in its buffering, electro- 
lyte content, and the physico-chemical state of its protein 
than a single protein fraction that has been dehydrated 
and precipitated. The colloid chemist tells us that no 
lyophilic colloid reverts exactly to its former state after 
rough handling—the phenomenon they term “ hysteresis.” 
These findings are not applicable to all therapeutic horse 
sera, aS we found in attempting to carry out a similar 
series of observations with streptococcal antitoxin, 
natural and concentrated, administered intramuscularly 
to scarlet fever patients, using alternate cases as before, 
but without giving hypertonic glucose simultaneously, as 
we did with the diphtheria antitoxin. With both types 
of streptococcal antitoxin serious and alarming reactions 
occurred in so high a proportion of cases that we did 
not teel justified in continuing the trial in such a com- 
paratively benign condition as scarlet fever. 
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Commentary 


I do not think that the intravenous glucose is the 
factor concerned, as in several cases where the patient 
received only -natural diphtheria antitoxin without glucose 
(not included in this series) no reaction occurred. It 
would therefore appear either that streptococcal anti- 
toxin is more toxic than diphtheria antitoxin on intra- 
venous injection or that the sensitivity of patients to 
foreign protein differs in the two diseases. The time 
taken for the membrane to separate and the duration 
of the albuminuria—which latter is an index of per- 
sisting toxaemia—were also tabulated, but they showed 
no significant difference with the two types of sera. 

As a result of this investigation we have decided in 
future to use natural diphtheria antitoxin for intravenous 
injection. The smaller bulk of the concentrated serum is 
still to be preferred for intramuscular injection in the 
milder cases. 


Conclusions 


When given intravenously with 20 per cent. glucose, 
(1) the therapeutic effects of natural and concentrated 
diphtheria antitoxin on the death rate and paralytic com- 
plications are equal ; (2) concentrated antitoxin is twenty 
times as likely to give severe immediate reactions and 
one and a half times as likely to give late serum rashes 
as whole natural antitoxin. (3) On this account natural 
diphtheria antitoxin is to be preferred for intravenous 
injection. (4) These findings are not applicable to strepto- 
coccal antitoxin. 


TREATMENT OF PELLAGRA WITH 
NICOTINIC ACID 


BY 

M. RACHMILEWITZ, M.D. 
AND 

HELEN I. GLUECK, M.D. 


(From the Out-patient and Medical Department of the 
Rothschild Hadassah Hospital, Jerusalem) 


The work of Elvehjem and his associates (1937) on the 
treatment of canine black-tongue with nicotinic acid, 
and the resultant cures, have stimulated clinicians to use 
this substance in the treatment of human_ pellagra. 
Fouts and his co-workers (1937) reported four cases 
treated with nicotinic acid. These patients, after having 
been placed on a control diet poor in the pellagra- 
preventing factor, were observed for three days. During 
this time their condition remained stationary or became 
worse. Treatment was then begun with nicotinic acid 
in doses varying from 0.5 gramme to 1 gramme daily. 
Within forty-eight hours after the initiation of the treat- 
ment all the patients showed distinct improvement in their 
general condition and the stomatitis was completely 
healed. In two patients suffering from diarrhoea normal 
stools were obtained on the third and the fifth day 
respectively. The dermatitis disappeared within six to 
twenty-five days. All the patients noticed warmth and 
tingling of the skin ten minutes after ingestion of the 
nicctinic acid. 

Almost simultaneously, Spies, Cooper, and Blankenhorn 
(1938) reported eleven cases of pellagra placed on basic 
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control diets poor in the pellagra-preventive factor. The 
most striking effects were observed on the glossitis and 
stomatitis, which usually disappeared forty-eight hours 
after the beginning of treatment. The pellagrous 
glossitis, stomatitis, ptyalism, urethritis, and proctitis did 
not reappear while the patients received nicotinic acid. 
In one case the glossitis and stomatitis, which had disap- 
peared with the use of nicotinic acid, recurred when it 
was discontinued. Mild cases of dermatitis in which the 
epithelium remained intact blanched within twenty-four 
to forty-eight hours after the administration of the drug. 
However, severe cases of dermatitis in which the lesions 
were moist, ulcerated, and thickened did not seem to 
benefit by nicotinic acid. In several cases there was 
flushing of the dermal lesions with tingling of the skin 
shortly after the administration of the drug. These 
authors conclude that 0.5 gramme daily, in five doses of 
100 mg. each, is a safe and effective amount in the usual 
case of pellagra. 


In a further report Spies (1938) describes fifteen cases 
similarly studied and treated. In these the urine was 
tested for porphyrin. In one case the porphyrin dis- 
appeared from the urine forty-eight hours after the 
beginning of treatment, only to reappear when _ the 
nicotinic acid was discontinued. In a later communica- 
tion Grant, Zschiesche, and Spies (1938) again confirmed 
these observations, and pointed out that the healing of 
the dermatitis was completed by the end of the second 
week. 


Smith, Ruffin, and Smith (1937) report a chronic case 
of pellagra with typical dermatitis, hyperkeratosis of the 
face, diarrhoea, and mild dementia which responded to 
nicotinic acid. Yudkin, Hawksley, and Drummond (1938) 
report a case which was successfully treated with a “ liver 
filtrate” factor. In a later communication Hawksley 
(1938) records a case ending in recovery after treatment 
with nicotinic acid. He concludes that the liver filtrate 
factor used in the previously treated case must contain 
nicotinic acid. 


We shall briefly describe two cases of pellagra which 
were successfully treated with nicotinic acid. 


Case I 


A woman aged 62 was admitted to hospital on April 12, 
1938, having previously been observed for eight days in the 
out-patient department. Four months before admission she 
began to complain of severe diarrhoea consisting of four to 
six foul liquid stools daily. The diarrhoea persisted in spite 
of medication. The patient then put herself on a diet of 
white bread, crackers, zwieback, rice, milled cereal, white 
cheese, and black coffee. Sugar, meat, vegetables, fish, 
butter, eggs, and milk were rigidly excluded from the diet. 
The patient felt weak and listless, and lost considerable 
weight. The diarrhoea persisted. One month before admis- 
sion she noticed that the skin on the dorsum of the hands 
was rough and scaly. The lesion progressed rapidly until 
the dorsum of the hands became fiery red and scaly. At 
the same time she noticed red circles under the eyes, some- 
what similar to the skin of the hands. One week before 
admission she began to complain of burning of the tip of 
the tongue. 


Physical Examination—The patient was well orientated 
and co-operative. She appeared chronically ill and under- 
nourished. The skin of the face was dry, atrophied, and 
wrinkled. Under the eyes it was reddened, rough, and scaly. 


Around the neck there was a wide band of brown pigmenta- 
tion. The dorsum of the hands was wrinkled, fiery red, 
and covered with a scaly dermatitis extending from the nail- 
beds to the wrist. There were areas of deep brown pigmenta- 
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tion at the wrists and the carpo-metacarpal articulations. 
There was a moderate pigmentation on the dorsum of the 
feet. The tongue showed some atrophy of the papillae at 
the margin, with reddening of the tip. The patellar and 
Achilles reflexes were somewhat hyperactive, but no abnormal 
reflexes were present. Vibratory sense was diminished to the 
knees, as was perception of touch, the patient being unable 
to distinguish between the head and point of a pin. There 
was no pain on pressure on the leg muscles. The Romberg 
sign was absent. Motor power appeared normal. The rest 
of the examination produced nothing abnormal. 


Laboratory Data.—The stool contained no parasites or ova. 
The urine was normal. The red cells numbered 3,900,000 
per c.mm. and the haemoglobin amounted to 75 per cent. 
Sahli. The white cells totalled 7,200 per c.mm., and the 
differential count was normal. Radiographs of the stomach 
and duodenum revealed nothing of note. The gastric juice 
showed complete achlorhydria. 


Clinical Course—The patient was put on a basic diet 
similar to that of Spies, sufficient in protein, fat, and carbo- 
hydrates, but deficient in the pellagra-preventive factor. The 
dermatitis and diarrhoea became more marked, weight loss 
was rapid, and the appetite continued poor. On the fourth 
day after admission, while continuing the basic diet, she was 
given two 50 mg. doses of nicotinic acid by mouth. The 
amount was then increased to 150 mg. daily, given orally in 
three 50 mg. doses, until discharge from the hospital. On 
the second day of the treatment there was a slight improve- 
ment in the dermatitis with desquamation starting in the 
central portion of the dermal lesions of the hands. The 
tongue was no longer reddened, and the marginal papillae 
appeared normal. The appetite improved considerably. On 
the fourth day of treatment the diarrhoea suddenly ceased, 
and throughout her stay in hospital the patient had one 
normal stool daily. Five days after the beginning of treat- 
ment she complained of tingling of the finger-tips, flushing 
of the face, and dizziness. The drug was discontinued for 
two doses, but on the sixth day was continued without 
untoward effect. 


By the sixth day of treatment the dermatitis of the hands 
had disappeared except for a small area of pigmentation at 
the wrists. By the tenth day the skin was entirely normal. 
Since the results of the nicotinic acid had been so striking, 
eggs, milk, purée of vegetables, and chicken were added to 
the basic diet. Her only complaint was weakness of the 
legs and some difficulty in walking. The results of neuro- 
logical examination made at this time were the same as 
on admission, except that vibratory sense was now normal. 
Because of these symptoms, from the fourteenth day the 
patient was given one ampoule of crystalline vitamin B, 
(betaxin) intramuscularly daily, until discharged nine days 
later. At discharge the reflexes were still hyperactive. but 
sensation was completely normal. She no longer complained 
of difficulty in walking or weakness in the legs. Her weight, 
in spite of the pronounced general improvement, remained 
constant (44 kg.). However, this woman was seen in the out- 
patient department ten days later, and had gained 3 kg. in 
weight with no treatment other than a normal mixed diet. 


Case II 


The patient, a porter aged 46, was first seen in the out- 
patient department ten days before admission to hospital. 
When admitted on April 28, 1938, it was impossible to obtain 
a detailed history from him because of his obvious mental 
However, a history was 
elicited at a later period of his illness, when his mental 
condition had greatly improved. He had been unemployed 
for five months, and during this interval his diet had con- 
sisted entirély of unleavened bread, rice, potatoes, lentils, and 
Occasional cabbage or boiled egg-plant. His appetite had 
become very poor. For three months he had felt extremely 
weak, could no longer lift heavy objects, and finally could 
hardly walk. He complained of dizziness and dull aching 
Pains over the entire body. One month before admission he 
first noticed that his hands were becoming fiery red and 
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painful. This he attributed to constant exposure to the 
sun. He did not complain of diarrhoea or a sore mouth. 


Physical Examination.—The patient was uncooperative, 
disorientated, and appeared badly nourished and severely ill. 
His face looked apathetic and listless. The dorsum of the 
hands was covered with thick scaly hyperkeratotic fiery red 
dermatitis, deeply fissured and ulcerated. In some areas there 
were blotches and brown pigmentation. The feet showed 
a similar but less severe dermatitis. The orifices of the 
sebaceous glands about the nose were plugged with horny 
concretions. The tongue was coated, no glossitis or 
papillary atrophy being present. The heart sounds were 
distant and of a tick-tack quality. Neurological examination 
revealed absent patellar and Achilles reflexes. The abdominal 
reflexes were present. Sensory examination was impossible 
because of the confused mental condition of the patient. 
The gait was ataxic and swaying, with small steps. The 
Romberg sign was absent. The rest of the examination was 
not notable. 


Laboratory Data.—The urine was normal, but porphyrin 
was present on admission. There were 3,000,000 red cells 
per c.mm. when admitted and 4,100,000 on discharge; the 
haemoglobin was 60 per cent. Sahli, and the differential 
count was normal. The Wassermann reaction was negative. 
The stools contained no parasites or ova. The gastric juice 
showed complete achlorhydria. A radiograph of the stomach 


‘revealed severe gastritis with thickening of the rugae. A 


radiograph of the heart did not show any enlargement. 


Clinical Course—The patient was put on a basic diet 
similar to that of Case 1. His. appetite was poor and he 
refused most of his food. He was uncooperative and dis- 
orientated, and urinated on the floor of the ward. On the 
day of admission treatment was begun with 50 mg. of 
nicotinic acid. The next day he was given two doses of 
50 mg. each. After the second dose the patient complained 
of severe itching over the areas of dermatitis, flushing of 
the face, and faintness. An urticarial rash appeared over the 
knees, back, and arms; this persisted for two hours. The 
drug was discontinued for the third and fourth days. Mean- 
while his dermatitis and mental state became distinctly worse. 
On the fifth day he was given two doses of 10 mg. each, on 
the sixth day 10 mg. eight times, on the seventh day 50 mg. 
three times, and subsequently 50 mg. four times daily until 
discharge. No further reactions to the drug were observed. 
On the seventh day, after a total dose of 400 mg. of the drug, 
the dermatitis showed marked improvement. The appetite 
was very good, but the mental condition had not improved. 
By the twelfth day of treatment the dermatitis of the hands 
had completely disappeared except for a small area of pigmen- 
tation at the wrists. The skin of the nose was now entirely 
normal. The patient's mental condition had shown marked 
improvement, and he was now rational and co-operative, and 
walked about the ward. In spite of his basic diet he had 
gained 1.8 kg. in weight. By the thirteenth day of treatment 
he was completely normal mentally, and his appetite could 
no longer be satisfied by the pellagra-producing diet. He 
was therefore given a regular diet on the fourteenth day. 
Neurological examination still revealed absent knee and 
Achilles reflexes, but the sensory examination appeared 
normal. The patient was now exposed to the direct sun- 
light for periods of one and a half hours on several occasions. 
The dermatitis did not recur. On the eighteenth day the 
urine, in which porphyrin was found on admission and on the 
eighth day in hospital, no longer contained this substance. 
On discharge on the twenty-third day he was in excellent 
health and had gained 3 kg. in weight. 


Summary 


Two cases of pellagra are reported in which the patients, 
while subsisting on a basic pellagra-producing diet, were 
treated with nicotinic acid. Both patients recovered from 
the disease, the first by the ninth, and the second by the 
thirteenth day of treatment. The average dose varied 
from 150 to 200 mg. orally a day. Both patients had 
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reactions to the drug early in the treatment. In Case II 
the mental symptoms disappeared with treatment. 
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Clinical Memoranda 


Basal Narcosis in the Treatment of Tetanus 


Recovery from generalized tetanus of short incubation 
period is rare enough to justify presentation of this case. 
The remarkably beneficial effects of continuous and inter- 
mittent basal narcosis (in this particular patient with 
nembutal) would seem to suggest that this form of treat- 
ment is a most valuable means of combating a dread 
disease. 


Case REPORT 

A man aged 28, of robust build, was admitted to St. 
Vincent’s Hospital, Dublin, on March 24, 1938, presenting 
the classical signs and symptoms of established generalized 
tetanus ; temperature 101° F., pulse 102, respirations 30. The 
patient, who was fully conscious, stated that he had been in 
perfect health until March 19, when he developed cramps 
in his legs and pain and stifiness in his jaw and neck, which 
subsequently spread to all parts of his body. He remembered 
having cut his forearm with a shovel on March 12 while 
handling animal offal in a factory. He did not pay any 
attention to the cut except to apply iodine. As the nature 
of his illness had not been recognized locally no anti-tetanic 
serum had been given before his admission to hospital. 

Treatment.—The wound in the forearm, which was septic, 
was freely incised and treated with hydrogen peroxide. For 
the first three days in hospital continuous narcosis was main- 
tained with 74 grains of nembutal, given intravenously at 
chosen intervals, and during this time continuous intravenous 
drip glucose saline was administered (10 pints), From the fourth 
day onwards the nembutal was given by mouth in 44-grain doses 
so as to produce intermittent narcosis, which allowed the 
patient to have adequate nourishment, aperients, and plenty of 
fluids during the day-time. As the patient was rather restless 
on the fifth day two intravenous injections of the drug were 
necessary. Extending over a ten-day period a total dosage 
of 75 grains of nembutal was given by the intravenous 
route, and of 63 grains by the oral route. During the same 
ten-day period 240,000 units of anti-tetanic serum were 
administered: 6,000 units intravenously (under chloroforny 
anaesthesia), 20,000 intravenously, and the remainder by the 
intramuscular route. 

Progress—All tetanic spasms had ceased by March 28, 
temperature and pulse were normal on March 30, but residual 
stiffness did not show signs of passing off until the tenth day 
of treatment. After this the patient made an uninterrupted 
recovery. 


Notwithstanding the large quantity of anti-tetanic serum 
administered in this case the clinical behaviour of the 
patient was such as to suggest that the outstanding bene- 
ficial agent was the prolonged narcosis produced by the 
nembutal in conjunction with the intravenous drip therapy. 


‘l litre of boiling distilled water. 


The use of basal narcotics in the treatment of tetanus 
is of course by no means new. Avertin was employed 
for this purpose by Liiwen as far back as 1927, since when 
there have been frequent references in the literature 
to the use of various narcotic drugs—chiefly barbiturates. 
This present case is placed on record with a view to 
emphasizing the value of a method of treatment which is 


easily applied and which offers a considerable prospect - 


of a successful outcome. 
P. T. O’FARRELL, F.R.C.P.I., 


Dublin. D.P.H., D.T.M. 


Stable Sodium Nitroprusside Solution for 
Acetone Bodies in Urine 


Most of the tests for acetone bodies in the urine are 
performed by dissolving, just before use, a few crystals 
of sodium nitroprusside in 5 c.cm. of water and adding 
a few drops of this solution to the urine, containing 
ammonium sulphate and floating on ammonia. This 
aqueous solution of sodium nitroprusside is very un- 
stable, turning blue when kept for a few hours, so that 
for practical purposes it has to be freshly prepared every 
day. Unless a large number of urines have to be tested 
daily much of the sodium nitroprusside is wasted. When 
only one or two urines have to be examined some workers 
simply place a few crystals—approximately 0.2 gramme— 
of sodium nitroprusside and a small quantity—about 3 
grammes—ot ammonium sulphate in a test tube, then 
add about 5 c.cm. of the urine direct to the mixed salts 
and float the ammonia on the top. This procedure is 
also very wasteful of sodium nitroprusside. 

Sodium nitroprusside is an expensive chemical—over 
26s. per 500 grammes-—and a stable solution would there- 
fore not only be much more convenient for urine testing 
but would also help to reduce the running costs of the 
laboratory. An aqueous solution of sodium nitro- 
prusside can be rendered quite stable, however, merely 
by the addition of a little concentrated nitric acid, which 
in no way interferes with the reaction for acetone bodies 
in the urine. This solution will keep indefinitely, and 
so is always ready for use. With regard to the 
ammonium sulphate used in the test, it is also more con- 
venient to keep it as a mixed solution with ammonium 
hydroxide, 


the reagents for the improved test therefore would be: 


Solution No. 1—Ammonium sulphate solution: 


200 c.cm. saturated solution of ammonium sulphate, | 
200 c.cm. ammonium hydroxide, sp. gr. 0.88. 


Solution No. I]—Sodium nitroprusside solution: 
10 grammes sodium nitroprusside crystals dissolved in 
90 c.cm. distilled water, and 
lc.cm. concentrated nitric acid then added. 


The Test——To 5 c.cm. of urine in a test tube add 5 c.cm. 
of solution No. I and mix. Then add 1 c.cm. of solution 
No. II, shake, and allow to stand for a minute before judging 
the colour reaction. A deep purple colour will then have 
appeared if 0.1 per cent. or more of acetone bodies is present. 
If only a very faint trace is present the colour will be merely 
deep red. 


The saturated solution of ammonium sulphate used in 
solution No. I should be prepared as follows: Place 780 
grammes of ammonium sulphate in a 2-litre flask and add 
Shake immediately until 
dissolved, then allow to cool at room temperature. De- 
cant the a solution (or filter if necessary). 

‘JOHN INGHAM, F.L.C., 


Biochemist to the Medical Unit, Welsh National . 
School of Medicine, - Cardiff. 
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Reviews 


A SYSTEM OF MEDICINE AND SURGERY 


The Practitioners’ 


Library of Medicine and Surgery. 
Volume XIII, 


Supplement Index. Supervising Editor, 
Professor George Blumer, M.D. (Pp. 1161; 184 figures, 
including 4 coloured illustrations. £30 for set of thirteen 
volumes.) London and New York: D. Appleton-Century 
Company. 1938. 


The thirteenth and supplementary volume, which contains 
an index to the whole publication, occupying more than a 
quarter of the volume, is an extremely imposing instal- 
ment. It contains seventy-one chapters corresponding to 
articles in the previous twelve volumes so as to keep 
the Library up to date, and this alternative to a loose- 
leaf arrangement, as it saves the reader the trouble of 
rearranging the pages, is more likely to be popular. 
Among the fifty-seven contributors thus concerned with 
more recent advances there are many of the leaders in 
American medicine to-day. Professor Henry Christian of 
the Peter Bent Brigham Hospital, Boston, gives an account 
of relapsing febrile non-suppurative panniculitis (Weber- 
Christian disease) and thus joins the distinguished band 
of those, such as Paget, von Recklinghausen, and Osler, 
who have more than one disease as tributes to their 
clinical activity. Professor Warfield T. Longcope of the 
Johns Hopkins University describes with a number of 
photographs the generalized form of Boeck’s sarcoid 
(maladie de Besnier-Boeck or Hutchinson-Boeck disease), 
but has forgotten to give a reference to his own account 
in 1936 of this interesting disease in which the bones and 
lungs are affected as well as the skin. Dr. L. G. Rowntree, 
late of the Mayo Clinic and now of the Philadelphia 
Institute for Medical Research, gives under the heading of 
“The Thymus and the Pineal in Health and Disease,” an 
account of the remarkable results which he and his col- 
leagues have obtained by experiments on successive gener- 
ations of animals, thus suggesting that these glands have 
an internal secretion. Professor Musser of Tulane Univer- 
sity writes on pyocyaneus infection, and Professor Blumer 
of Yale contributes several articles, including one on 
proctalgia fugax, a syndrome of unknown aetiology and 
pathology. 

This volume is full of interesting material, and attention 
may be directed to the reviews of recent advances in 
diseases of the blood-forming organs by Dr. R. Isaacs, on 
the reticulo-endothelial system by Dr. C. A. Doan, to 
Dr. Gwathmey’s full review of anaesthesia, and to that on 
the sex hormones by Dr. Theodore G. Klumpp of Yale. 


WHEN TO OPERATE 


Operativen Eingriff. By Dr. 
Richard Goldhahn. (Pp. 474. RM. 16.50; 
RM. 18.) Leipzig: Georg Thieme. 1938. 

The idea behind this book by Dr. R. Goldhahn, who holds 

the post of chief medical officer to a municipal hospital 

in the busy industrial town of Liegnitz, is a good one, 
especially at a time when it ts felt in some quarters that 
surgical technique has come too much into the forefront 
of surgical practice and is apparently regarded by some 
as the be-all and end-all of the work of a surgeon. It is 
easier to operate well than to know when to operate and 

—what is perhaps more important—when to withhold 

One’s hand, and what reactions and complications to 

expect from a particular operation; in short “un bon 

Opérateur serait quelquefois-un mauvais chirurgien.”’ 


Med. 
bound, 


Die Anzeige zum 


Dr. Goldhahn’s textbook is clearly set out in a series 
of sections arranged on a regional basis, and the dark type 
on dull paper which makes it attractive is clear and 
easily read. There are no illustrations. A_ bibliography 
immediately precedes the index at the back of the book, 
but, although this includes some hundreds of authors, 
references to English and American authorities are very 
scarce. It is annoying to the foreign reader of this work to 
be confronted with an attempted nationalization of tech- 
nical terms ; thus the mediastinum has become Mittelfell, 
the vermiform appendix Wurmfortsatz, and the duodenum 
Zwolffingerdarm. This makes reading unnecessarily 
difficult for English and American readers. We believe 
that the more international scientific terms become the 
better for science and for mankind. Osler reminded us 
that “in the halcyon days of the Renaissance there was 
no nationalism in medicine, but a fine catholic spirit made 
great leaders like Vesalius, Eustachius, Stensen, and 
others at home in every country in Europe.” The 
nomenclature in Dr. Goldhahn’s work is a retrograde 
step, and we hope that a second edition may be corrected 
in this respect and may also become more representative 
of .what is best in British and American medicine, since 
both the idea and the general form of the book are good. 


JOHN KEATS 
Keats as Doctor and Patient. By W. Hale-White. (Pp. 
96; 5 illustrations, including frontispiece. «5s. net.) 


ij New York, Toronto: Oxford University Press. 
Sir William Hale-White has long been known as a lover of 
Keats. He is consulting physician to Guy's Hospital, 
where Keats received his medical education, and thus has 
access to the school registers, and he has an expert's 
knowledge of consumption. His little book, therefore, 
on Keats as Doctor and Patient contains all that ts likely 


‘to be known about the poet in these relationships. During 


his student career Keats appears as a strong and healthy- 
minded boy taking notes of Sir Astley Cooper's lectures on 
anatomy and surgery, walking long distances for the sheer 
enjoyment of the exercise, and making friends with all 
and sundry. Having obtained the L.S.A. he never prac- 
tised or put his medical knowledge to any use, but turned 
at once to poetry, by which he intended to make a living. 
He was in ‘good health until August, 1818, twenty-five 
months after he had left the hospital, when he began to 
complain of toothache and repeated sore throats. Sir 
William Hale-White is careful to explain that these were 
not, in his opinion, due to any tuberculous infection. 
They were evidence of lowered resistance, for Keats was 
working hard at writing and his hygienic surroundings 
were unsatisfactory. His serious illness began on 
February 3, 1820, when he had haemoptysis after a bitterly 
cold ride from London to Hampstead on the outside of a 
coach. The disease progressed in the usual way, and he 
died in February, 1821, litthe more than 25 years old. He 
caught consumption almost certainly from his dearly-loved 
brother Tom, with whom he lived for months before the 
disease killed Tom in 1818. Sir William Hale-White 
points out that throughout his illness Keats had the best 
medical advice obtainable: Dr. Robert Bree, F.R.S., and 
Dr. William Lambe, who both held high office in the 
Royal College of Physicians, and James Clark, afterwards 
Sir James Clark, who became physician to the Prince 
Consort and wrote the article on tuberculous phthisis in 
the Cyclopaedia of Practical Medicine. But the fates were 
against the recovery of Keats: nothing was known about 
the cause of phthisis, bleeding was in fashion, and fresh 
air was considered to be dangerous in the sick-room. 
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The book ends with two letters from Keats—one to his 
publishers, the other to Woodhouse—which show that he 
was not much affected by the malignant reviews in the 
Quarterly and the Edinburgh, and that they had certainly 
no effect in hastening or causing his death, as has been 
generally stated. Any worry that he felt was associated 
with his brother Tom’s illness, and not with any attack 
upon himself. Lovers of- Keats will welcome the book. 
It corrects many errors about him, and explains his illness 
in the light of modern medicine. 


OPHTHALMOLOGICAL PRINCIPLES 


Introduction to Ophthalmology. By Peter C. Kronfeld, 
M.D. (Pp. 331; 32 figures; 15 tables. 3.50 dollars.) 
Springfield, Illinois, and Baltimore, Maryland: Charles C. 
Thomas. 1938. 
Dr. Peter Kronfeld, professor of ophthalmology in the 
Peiping (Peking) Union Medical College, has written a 
book out of the usual rut of eye books. Instead of a 
volume that is full of illustrations and blocks of instru- 
ments, and not a few coloured prints, there are very few 
illustrations. Instead of a catalogue of diseases with their 
interpretation and indications for treatment, there is an 
absence of what may be called systematic cataloguing ; 
details of diagnosis are omitted, and there is nothing, or 
next to nothing, about methods of examination and 
treatment. 

The book is what might be called a_ philosophical 
disquisition on the principles underlying that portion of 
ophthalmology which is a necessary part of basic medical 
education. It is intended to be read by the student in 
conjunction with the short and practical courses to which 
the teaching of ophthalmology has had to be reduced in 
the curriculum of many medical schools. In effect, in this 
book the professor discusses with his students what he 
has shown them in the eye clinic. He has undoubtedly 
achieved his aim. It is a book calculated to make his 
students think. If it may be taken as a fair average 
specimen of the teaching that Chinese students receive 
in the Peking Medical School, then there can be no doubt 
that the work of that school is on a high level, and will 
be a credit to medicine and a blessing to the suffering 
Chinese. Paper, print, and binding are perfect. 


PSYCHOTHERAPY 


Concepts and Problems of Psychotherapy. By Leland E. 
Hinsie, M.D. (Pp. 199; 5 tables. 15s. net.) London: 
W. Heinemann- (Medical Books), Ltd.; New York: 
Columbia University Press. 1938. 


The continual outpouring of works on medical psychology 
must fill the reviewing staffs of journals with dismay, but 
now and then a book stands out which is a real pleasure 
to read because it is likely to be of outstanding value to 
the profession and to all interested in the subject. Pro- 
fessor Hinsie’s belongs to this class. It is short, simple, 
and to the point, and gives information which is essen- 
tially valuable. He reviews the psycho-analytic approach 
of Freud and the psycho-biological approach of Adolph 
Meyer, with a brief note on the contributions of Jung 
and Adler. He shows how Freud, dealing principally 
with psychoneurotics, seeks by researches in the uncon- 
scious division of the mind to reorientate the basis of the 
personality so as to allow the psychoneurotic, with his 
drive towards adaptation fundamentally unimpaired, to 
adapt himself to life to better advantage. Meyer, on 
the other hand, dealing principally with psychotics who 
do not have that drive to adaptation, is concerned almost 


exclusively with the conscious mind and, while remaining 
entirely catholic with regard to theories of pathogenesis, 
seeks to train the patient to become a proper member 
of the family and of the community by means of his 
team of psychiatrist, psychiatric nurse, and social worker 
and a full organization of intellectual interests, occupa- 
tion, and recreation. 

Next comes a statistical survey of therapeutic results 
which, imperfect as it necessarily must be, is of the 
greatest interest. It shows that there is no striking differ- 
ence between the various therapeutic methods, a recovery 
rate of about 40 per cent. being common to them all, 
Psycho-analysts, in spite of their claims to superiority, 
make no better showing than the rest so far as “cures” 
are concerned, and have the disadvantage of the small 
number of cases with which they are able to deal and 
the length of time expended on treatment, but no one 
will deny to them the very great service which they have 
rendered in the elucidation of the pathology of mental 
disease. 

A final chapter shows the difficulties and outlines the 
requirements in attempting a survey of therapeutic results 
in any department of medicine, and especially in mental 
illness. 


FOR NOVICE SHIP SURGEONS 


The Ship Surgeon's Handbook. By Bryce J. Macaulay, 

M.D. (Pp. 66; 5s. 6d. net.) Bristol: John Wright and 

Sons Ltd.; London: Simpkin Marshall Ltd. 1938. 
This booklet of sixty-two pages will be found useful in 
some degree by doctors who wish to join the Mercantile 
Marine. Its small compass, a good part of which is taken 
up with emergency operations, has left the author little 
room for dealing with many points which arise in medical 
life at sea. There is a good introductory chapter in very 
general terms of a surgeon’s duties, the details of which 
differ in the various shipping companies. Not enough 
emphasis is placed on the need for closely supervising 
the health of the crew, who on arrival in many ports are 
subjected to personal inspection by the port health officer. 
Nor is the subject of “Radio pratique,” instituted in 
1937 by the New York Quarantine Board, referred to. 


The responsibility for this pratique lies on the ship 
surgeon, and, as was seen last year in the case of a - 
German liner, non-observance of its demands led to — 


much loss and trouble. 


The popularity of ocean travel and the large number | 
of steamships with big passenger and crew lists now — 


crossing the Atlantic require more attention than the 
author has seen fit to give for the guidance of novice 
surgeons. Cases arise which have to be _ handled 
differently from those on land. The management of 
mental derangements to forestall jumping overboard. the 
best method of disinfecting cabins at sea, the isolation of 
infectious disease contacts, and the medico-legal aspects 
of accident claims which can involve the shipping com- 
panies in great loss if the surgeon has not been careful to 
observe and note full particulars, are some of the points 
with which the author has omitted to deal. Co-operation 
and consultation with doctors who happen to be on board 
in serious emergency cases are a special form of medical 


ethics about which an experienced ship surgeon like the — 


author could helpfully advise those who find themselves 
in difficult circumstances of the kind that occur at. sea. 
Every ship surgeon takes, or should take, with him 
reference books, and if the space devoted in this small 
volume to surgical and medical details were given to the 
points mentioned in this review the book would gain added 
importance. 
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Notes on Books 


Within the compass of a single volume of 1,234 pages 
Van Nostrand’s Scientific Encyclopaedia (London, Chap- 
man and Hall, 50s.) covers the basic sciences of chemistry, 
physics, mineralogy, botany, astronomy, and mathematics, 
the applied sciences of navigation, aeronautics, and medi- 
cine, and also engineering. The responsibility for each 
science rests largely upon a single author, the result being 
aunity otherwise difficult to attain. The inquiring reader 
will find in the volume much to interest and instruct, 
while the trained technician will, by the use of the 
numerous cross-references, be able to correlate the in- 
formation he seeks. Naturally, with such a wide range 
of subjects the length of the articles is restricted, but for 
the most part treatment may be considered adequate. 
The work is clearly printed and well illustrated. 


The Doctor Remembers is a posthumous book by Sir 
JaMES CRICHTON-BROWNE (G. Duckworth and Co., 7s. 6d.). 
Those who remember the attractive reminiscences and 
anecdotes of Sir James’s long and successful life will turn 
to this further selection with a sure anticipation of finding 
a storehouse of interesting events. It was completed 
shortly before his death in February last, but it empha- 
sizes how much he observed with an ever-active memory 
and sense of humour. He had a wide acquaintance, especi- 
ally, as the index proves, among medical men. 


The second edition of Dr. Erwin Risak’s excellent 
litle book on Clinical Observation (Der Klinische Blick. 
Vienna: Julius Springer: RM. 8.40 bound, RM. 6.30 
paper), of which the first edition was published last year, 
has been considerably enlarged by the insertion of new 
sections on the skull, mouth, neck, thorax, abdomen, 
sexual organs, and anus, as well as by other additions. 


Preparations and Appliances 


FORMALIN STERILIZER FOR CYSTOSCOPE CABLES 
Mr. H. P. WinsBpury-Wuite, F.R.C.S. (London, W.), writes: 


The presence of water in some part of the insulating 
Material separating the two pathways which complete the 
electric circuit from the source of supply to the cystoscopic 
lamp is one of the commonest causes of a failure of illumina- 
tion because of short-circuiting. For this reason the most 
practical way of sterilizing those cables which are fabric- 
covered is by means of formalin vapour ; but this type of cable 
must be considered unsatisfactory because the fabric may 
become wet: during the cystoscopic examination. Of recent 
years rubber-covered cables have been in general use, but for 
Various reasons certain of them still have the shortcomings 
of the old-fashioned pattern. To be efficient the rubber 
covering must be reinforced in the weaker places and there 
Must be complete watertight junctions between the cable and 
the switch and the cable and the battery terminals. More- 
over, the studs connecting the two plates of the switch should 
be made entirely of non-conducting material. 


There is one pattern on the market which fulfils these 
fequirements and has withstood the test of two years’ use in 
my hands, including regular sterilization by boiling. 1 do 
hot doubt that the periods of usefulness of these parts of the 
cystoscopic armamentarium will be longer if sterilization is 
eflected by formalin vapour. In order to do this conveniently 
Ihave devised a formalin sterilizer for endoscopic cables. 


The rack has four separate cylindrical compartments (B), 
of such a size as to take one cable folded in the simplest 
Manner ; the common floor to the compartments is perforated 
80 as to communicate with a shallow chamber, which contains 
formalin tablets and the floor of which unscrews. The rack 
lifts in and out of a cylindrical drum (A) the lid of which 


is kept firmly in position by two thumb-screws so as to render 
the interior airtight. It is easy to remove one cable with the 
fingers without disturbing or even touching any of the others. 
If it is desired to effect sterilization by boiling, after unscrewing 
the floor of the formalin chamber the rack with its cables can 
be placed in the sterilizer. Personally, | use the appliance as 


WILLEN BROS 


(B 


a storage place for spare cables, and 1 feel that it would be 
very useful for such a purpose in hospitals as well as to those 
who use several types of endoscopic instruments and always 
want to have a spare cable at hand. The cables and the 
sterilizer can be obtained from Messrs. Willen Bros., 44, New 
Cavendish Street, London, W.!. 


PYELOTOMY FLUSHING NOZZLE 


Mr. A. WitFrto M'S., F.R.C.S. (Clifton, Bristol), 
writes : 


When the surgeon withdraws after pyelolithotomy it is with 
mingled feelings. The catch in the operation is the dread 
of recurrence. Gritty particles detached from the stone(s) 


during its extraction may remain behind as a contributory 
cause of further formations. To reduce this risk an efficient 
irrigator is wanted. It needs to be long to reach the kidney 
that resists delivery, and the end of the nozzle entering the 
pyelotomy must recurve so that its jet projects upwards and 
flushes the vault of the renal pelvis. The small calibre of the 
instrument should offer no hindrance to the recurrent stream 
which gushes out of the pyelotomy wound carrying the 
debris with it. These features are incorporated in the pyelo- 
tomy flushing nozzle made for me by Messrs. Down Bros. It 
is made to fit a Record syringe or small tube and funnel. 
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PREVENTION OF PUERPERAL SEPSIS 


No more appropriate subject could have been 
chosen for discussion at this year’s Annual Meeting 
than the prevention and control of puerperal sepsis. 
The recent achievements in treatment have tended 
to divert attention from the less spectacular but 
no less important advances which have been made 
in knowledge of the causes and mode of spread 
of the disease. The importance of these matters 
in the administration of maternity homes has been 
painfully emphasized by recent litigations which 
have resulted in the award of heavy damages for 
failure to observe due precautions in treating cases 
of puerperal pyrexia and in preventing spread of 
sepsis. This subject is of grave concern to every 
doctor who practises midwifery, and the opening 
papers published elsewhere in this issue will doubt- 
less be read with more than usual interest. 
Professor R. W. Johnstone writes from the point 
of view of the clinician and administrator, and 
his comprehensive and thoughtful paper contains 
useful suggestions and much sound advice. Dr. 
R. M. Fry contributes a paper on the bacteriology 
of puerperal sepsis, and in a short space gives a 
clear account of the more important of the recent 
findings in this field. His opinions are based on 
experience gained as a full-time worker in a hos- 
pital dealing exclusively with puerperal sepsis. 
Dr. Ethel Cassie and Dr. A. Massey discuss the 
problems as they appear to the medical officer of 
health, and touch on medico-legal matters. To 
readers who wish to pursue this subject further we 
would specially commend the interesting and 
scholarly paper on the history of the prevention 
of puerperal fever by Professor Miles H. Phillips,’ 
and also the article on puerperal infection in 
relation to midwifery attendants by Messrs. J. L. 
Miller Wood and F. E. Camps,” together with the 
subsequent correspondence by Miss Dora Cole- 
brook and others. 
It is plain that during the last few years much 
of the confusion regarding the aetiology and mode 
of spread of puerperal sepsis has been cleared, and 
new facts have come to light which have impor- 
tant bearings on the conduct of midwifery. Dr. 
Fry describes two distinct groups of infections, one 


* British Medical Journal, January 1, 1938 
* Ibid., October 23, 1937. 


predisposed to by local trauma and presence of 
devitalized tissues and which is associated with 
the B. coli, B. welchii, or the anaerobic strepto- 
coccus. This type of sepsis may sometimes cause 
serious illness, but it is not readily conveyed from 
patient to patient. The second type of infection 
is much more dangerous and is also highly con- 
tagious, characteristically affecting women who 
have had “ normal” deliveries as readily as those 
who have been subjected to obstetrical interference. 
It is caused in the great majority of instances by 
infection with the “ Group A” variety of haemo- 
lytic streptococci, but now and then other forms of 
haemolytic streptococci, staphylococci, or pneumo- 
cocci are responsible. Ample evidence has 
accumulated to prove that in some 75 per cent. 
of cases the source of this second type of infection 
is the upper respiratory tract of the attendant mid- 
wife, doctor, or other “ contact.” The commonest 
means by which the organisms are conveyed to 
the patient would appear to be the fine spray which 
is unavoidably projected from the mouth on 
speaking, but other less direct means of infection 
are also important, such as the transfer of organ- 
isms by fingers which have become contaminated 
—for example, by use of the handkerchief. A 
nurse or doctor who has recently had _tonsillitis 


or a sinus infection is an obvious danger and must 


avoid obstetrical work until the throat and nasal 
secretions are proved to be free from virulent 
streptococci. The issue is clear on this point: but 
the value of routine swabbing for prophylactic 
purposes and the attitude to be adopted to the 
chronic carrier are more complicated questions 
which are discussed at length in the papers 
already mentioned, and also in an annotation in 
this Journal on July 16, 1938. Since no throat can 
be guaranteed to remain indefinitely in a healthy 
condition, the use of masks must now be regarded 
as an essential part of midwifery technique. 
Their use is imperative both during delivery and 
during the nursing necessary in the puerperium. 
Here it is fitting to quote from Professor Miles 
Phillips: 

“Apart from its use in Caesarean section there has 
been an astonishing delay in the employment of the 
face mask in hospitals and, even more so, in domiciliary 
midwifery practice. It is sad to reflect that its adoption 
or more rigid use in this or that institution, on this or 
that maternity district, has so often been and still is the 
direct consequence of an epidemic, more or less rapidly 


controlled, in the hospital itself. It would appear that 
some even await the stimulus of legal proceedings.” 


It is perhaps pertinent to point out that not all 
masks are adequate in preventing the transmission 
of organisms. The thin linen veil is of little value 


in this respect; four or more thicknesses of fine 
gauze, preferably interleaved with paper or cello- 
phane, are necessary. When once the mask is 
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adjusted to the face it should not, for obvious 
reasons, be fingered: the mere provision of a face- 
piece may actually increase the danger unless it 
is used in an intelligent and conscientious fashion. 
A puerperal patient who develops pyrexia should 
at once have a sample of vaginal secretion sub- 
mitted to bacteriological examination. Dr. Fry 
emphasizes that there is no substitute for such 
investigation, and that delay in ascertaining the 
presence of haemolytic streptococci may have 
dangerous consequences. Evidence, positive or 
negative, is of the utmost value, for on it depend 
both the manner of treatment of the patient and 
the precautions to be observed in preventing the 
spread of the infection. The further classification 
of the streptococci according to Griffith’s types 
or Lancefield’s groups (the latter is the more 
generally useful system in obstetric work, but the 
two methods are complementary to each other) 
gives more precise information, and is essential in 
judging the significance of organisms found in 
the throat swabs of “contacts.” Bacteriological 
work of this nature is time-consuming, and Dr. 
Fry makes a strong plea for the establishment of 
suitable regional laboratories. The diagnosis of 
streptococcal sepsis and the prompt suspension 
from midwifery work of a nurse or doctor found 
to be a carrier of virulent infection raise problems 
which are essentially similar to those associated 
with the treatment and control of diphtheria, and 
in such matters the practitioner will doubtless look 
for equal help from the bacteriological laboratory. 

The question of air-borne infection has lately 
received attention. In some French surgical clinics 
there is evidence of a return to Lister’s early ideal 
of a germ-free atmosphere, and an attempt is made 
to rid the operating theatre air of dust by electrical 
precipitation, or to render it innocuous by chemical 
means. The importance of dust as a factor in the 
spread of sepsis has been shown by the fact that 
the sweepings of rooms in which patients suffering 
from known types of haemolytic streptococcal 
infection were nursed have been found to contain 
the identical organism in virulent form for periods 
up to ten weeks. Such dust has in fact produced 
human infection. With this in mind Dr. Cassie 
advises that the lying-in room or ward should be 
washed, polished, or cleaned with a damp mop, but 
never dusted. Other points in the management of 
maternity homes—such as sterilization of bed-pans 
—are also discussed in her paper. 

One woman in every three who dies as the result 
The most recently 
available figures show an encouraging trend, but 
it is certain that we are still far from reaching 
the irreducible minimum in this the most important 
of any single cause of maternal mortality. 


NICOTINIC ACID FOR PELLAGRA 


In 1911 Funk had prepared in a nearly pure 
state the substance which cured and prevented 
beriberi in man and polyneuritis in fowls. He 
called it the “ beriberi vitamine ” and thought it 
was a combination of nicotinic acid with a pyrimi- 
dine base. As further purification of the active 
substance was attained, both by Funk and by other 
workers, it became evident that nicotinic acid was 
certainly not the anti-neuritic factor, and its possible 
activity in other ways was not investigated. In 
1914 Goldberger, with the aid of various assistants, 
began an investigation of the relation of diet to 
pellagra. It had been obvious for some time that 
pellagra was rife in the districts where much maize 
was eaten, and by accident it was discovered that 
the condition known as “* black-torigue” in dogs 
could be produced by the same diets that seemed 
to lead to pellagra in man. Thus the dog became 
available as an experimental animal for work on 
this disease. By 1926 Goldberger and his co- 
workers had become convinced that pellagra was 
a deficiency disease and was not due to the 
presence of any toxic substance in the diet. More 
recently, Elvehjem and his co-workers' have made 
further studies of * black-tongue”’ in dogs. They 
found that a liver extract cured this condition and 
that certain highly active concentrates had 
chemical properties and solubility relationships 
which, together with the observation that nicotinic 
acid to some extent stimulated growth in rats, 
suggested that it would be worth while to try this 
compound on their dogs. The result was little 
short of astonishing. The appetite improved 
immediately, the dog showed a growth response 
similar to that brought about by the liver extract, 
and the diarrhoea disappeared. This was re- 
peated on three other dogs, the amide apparently 
being as efficient as the acid. Meanwhile Chick 
and co-workers** had been investigating the 
Goldberger maize diet and the active principle of 
autoclaved yeast extract which rendered the diet 
satisfactory for pigs. When the outcome of 
Elvehjem’s work with nicotinic acid was announced 
two pigs were under their observation which had 
been fed on the maize diet for several weeks and 
had been used for testing various yeast fractions 
which failed to produce any effect. These pigs 
were both the same weight as they had been 
eleven and seven weeks previously ; they had severe 
diarrhoea and refused food. Both were in 
extremely poor physical condition and would 
probably have died within a few days. Injections 
of 100 mg. of nicotinic acid were given at intervals 


* J. Amer. chem. Soc., 1937, 59, 1767. 
? Biochem. J., 1937, 31, 2065. 
* Ibid., 1938, 32, 10. 
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of three days, one pig receiving two, the other 
three, injections. Afterwards each had 60 mg. a 
day with food. Both pigs recovered promptly. 
The appetite returned within twenty-four hours, 
the diarrhoea abated, and they began to increase 
in weight. The skin became clean and of a 
healthy colour and fresh hair grew. They con- 
tinued to grow rapidly on the maize diet fortified 
with nicotinic acid. Harris* has produced in 
monkeys a disease (monkey pellagra) analogous 
to human pellagra which he has cured with 
nicotinic acid. 

It remained then to test nicotinic acid for its 
effect on human pellagra. Dr. A. Hassan has 
used it on five pellagrins in Egypt, two of whom 
were inmates of an asylum and three of a prison. 
The composition of the daily diet. the amount of 
work done each day, and the extent of exposure 
to sunlight were kept unaltered for all subjects. 
One-third of a gramme daily of nicotinic acid 
benefited all five patients, but the asylum patients 
more than the prison inmates, which suggested that 
pellagra, as sometimes encountered, may be due 
to more than one dietary deficiency. Other 
workers also have tried the effect of nicotinic acid 
on pellagrins. Fouts, Helmer, Lepkovsky, and 
Jukes’ in the U.S.A. gave 0.5 or 1.0 gramme 
nicotinic acid daily to four pellagrins in hospital 
on a diet on which it was known that pellagrins 
did not improve. The response was immediate 
and they were all cured, the recovery being in 
some details similar to that of the pigs. In this 
week’s issue two further cases cured by nicotinic 
acid are reported by Dr. M. Rachmilewitz and 
Dr. Helen J. Glueck (p. 346). That pellagra is 
sometimes complicated by other deficiencies is 
proved by Spies and Aring’s® observation that 
pellagrins suffering from peripheral neuritis (and 
not all pellagrins suffer from this) could be re- 
lieved quickly by injections of vitamin B.,. 
Aykroyd and Krishnan’ have found that stomatitis 
can easily be cured by giving eggs and yeast auto- 
claved in an alkaline medium. They think that 
the effective factor in curing this condition is 
probably the factor which cures pellagra in man 
and black-tongue in dogs ; but stomatitis as usually 
observed is not a _ serious condition, whereas 
pellagra is a formidable disease with a high 
mortality. Sebrell, Onstott, and Hunt* 
demonstrated that whole whey powder, delactosed 
whey powder, and American cheese are poor 
sources of the factor that prevents black-tongue. 

Thus it is that the course of investigation pro- 
ceeds. Some improvement in laboratory technique 
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have | 


“ Nature, 1937, 140, 1070. 

® Proc. Soc. exp. Biol., N.Y., 1937, 37, 405. 
* J. Amer. med. Ass., 1938, 110, 1081. 

7 Indian J. med. Res., 1938, 25, 643. . 

* Publ. Hith. Rep., Wash., 1938, 53, 72. 


THE British 
MEDICAL JOURNAL 


— 


leads to the recognition of the existence of an 


essential factor, chemical work leads to its identi-: 


fication, further work leads to a knowledge of its 
distribution, and the clinician applies the findings 
to the relief of human suffering. Perhaps the 
most noteworthy example of this seen in recent 
years is the discovery of nicotinic acid as the 
pellagra-preventive factor for man. 


PNEUMONITIS 


The term “ pneumonitis,” though criticized by some 
writers, has undoubtedly come to stay. In March of 
this year Morton Gill' published an article in which he 
used the word “ pneumonitis ” as signifying an inflam- 
matory pulmonary reaction. As the aetiology of sucha 
reaction varies Gill divides the condition into three. 
groups—namely, (a) acute simple pneumonitis, (b) 
secondary types, and (c) chronic pneumonitis. Acute 
simple pneumonitis may occur at any age, though most 
of the cases described were in children and young adults. 
All the patients had pulmonary symptoms, but the tem- 
perature and pulse and respiration rates were only 
slightly raised. The physical signs included localized 
areas of impaired resonance and “sticky” rales cn 
auscultation. The radiological appearances are not 
given in detail, being described as a localized opacity or 
heavy shadowing with some enlargement of the hilar 
glands. In all cases the radiological abnormality dis- 
appeared within a few weeks. In children epitubercu- 
losis may simulate pneumonitis, but it takes a much 
longer time to resolve. In discussing tuberculosis in 
young adults Gill refers to Wingfield’s* * secondary ” 
lesion, which is a localized reaction in a lung allergic 
to the tubercle bacillus. Although radiographically 
such an allergic reaction may simulate pneumonitis, 
Gill concludes that simple pneumonitis is not a mani- 
festation of tuberculous infection of the lung, because 
x-ray evidence showed that pneumonitis clears up com- 
pletely, and several of his cases gave a negative Mantoux 
reaction to 1: 1,000 old tuberculin. The secondary types 
of pneumonitis include that which may be caused by 
influenza, and Gill quotes Stuart-Harris,’ who regards 
the condition as a“ bronchiolitis with patchy atelectasis.” 
Among other examples in this group is the pneumonitis 
which may be found in association with bronchiectasis 
and abscess of the lung. To include the last is open to 
discussion ; undoubtedly some cases of abscess begin 
as an acute simple pneuinonitis, which, instead of re- 
solving, becomes a suppurative pneumonitis, a term 
which may be regarded as synonymous with abscess 
of the lung. The evidence for the existence of chronic 
pneumonitis is scanty. In a paper on influenzal pneu- 
monitis Woodruff’ quotes Bowen’s’ statement that in any 
case of influenza with even apparently insignificant pul- 
monary symptoms a radiograph will ordinarily show 
the presence of an exudative process in the lung. 


? British Medical Journal, 1938, 1, 504. 

? Pulmonary Tuberculosis in Practice: A Modern Conception. By 
R. C. Wingfield. London, Edward Arnold and Co., 1937. 

* British Medical Journal, 1937, 2. Si6. 

“J. Mr. Sinai Hosp., N.Y., 1938, 5, 49. 

* Amer. J. Roentgen., 1935, 34, 168. 


( 
J 
| 


some 
ch of 
ch he 
flam- 
uch a 
three. 
(d) 
Acute 
most 
dults. 
tem- 
only 
alized 
on 
not 
ity or 
hilar 
y dis- 
much 
sis in 
Jary ” 
llergic 
vically 
mani- 
cause 
-com- 
ntoux 
types 
ed by 
>gards 
tasis.” 
1Onitis 
2ctasis 
Den to 
begin 
of re- 
term 


bscess 


hronic 
pneu- 
in any 
it pul- 
show 
lung. 


on. By 


AuGustT 13, 1938 


PNEUMONITIS 


Tue BritisH 
MEDICAL JOURNAL 355 


Woodruff gives details of a case of influenza in a man 
previously engaged in dusty occupations, which included 
working with cement. An x-ray photograph of the 
chest revealed a condition of confluent peribronchial 
infiltration extending from the roots of both lungs into 
the pulmonary fields. The radiograph simulated that 
of pneumonoconiosis. A week later another film showed 
almost complete disappearance of the infiltration, and 
a fortnight after admission the radiographical appear- 
ances were considered normal. Our knowledge of 
pneumonitis, especially as regards its pathology, is still 
incomplete. The condition has come to be recognized 
because of the wider use made of x-ray examination as 
part of the routine investigation of diseases of the lung. 
It is important to realize that even in a relatively mild 
febrile illness with pulmonary symptoms abnormal x-ray 
shadows may appear and may also quickly disappear. 


SELENIUM AS AN INDUSTRIAL HAZARD 


The increasing utilization of selenium and its compounds 
in industrial processes and the recognition of toxic effects 
produced in. animals by the injection and ingestion of 
these compounds make it relevant to consider the 
possible hazards that may be associated with this 
element in industrial conditions. The extent to which 
selenium exists in the earth’s crust is stated by Strock 
to be 0.005 per cent. The principal source of the 
element at present is from by-products in the electro- 
lytic refining of copper, and men engaged on this process 
have been reported as showing symptoms of selenium 
poisoning with demonstrable quantities of the sub- 
stance in the urine. The primary industries .where 
danger of selenium intoxication may occur = are 
summarized by H. C. Dudley' as follows: copper, lead, 
and zine refining ; roasting of pyrites ; and in certain 
disiricts lime and cement works. The secondary 
industries in which selenium compounds are used are 
glass and ceramics, rubber (vulcanizing and curing 
processes), steel and brass (alloy furnace fumes), com- 
pounding and mixing of pigment for paints and inks, 
mixing and pressing of plastics, melting and casting 
Operations for photo-electric cells, and in several 
cremical syntheses. The selenium (Se, SeO., SeH.) 
muy attack the worker as dust or fumes, and its use 
in organic combination may make it possible to pene- 
truie through the skin as well as by inhalation and 
ingestion. The soluble compounds of selenium may 
produce acute or chronic toxic effects, and these appear 
to be proportional to the amount absorbed. The acute 
eifects consist primarily of early cellular destruction of 
the liver parenchyma with later generalized pathological 
changes throughout the organism. Small quantities 
taken over a long period lead to general debility 
associated with pathological changes in the liver and 
kidneys. Hydrogen selenide inhaled by guinea-pigs 
Causes severe fatty changes in the liver and after a 
tine to hypertrophy of the spleen. The symptoms 
recorded among men in copper refineries included 
pallor, gastro-intestinal symptoms, a garlicky odour in 
the breath and perspiration, nasal pharyngeal 


irritation, coated tongue, metallic taste in the mouth, 
and nervousness; and the urine contained selenium. 
These manifestations are in the main the ordinary 
symptoms of metallic poisoning, but the garlicky odour 
is characteristic and persistent. As in all studies of 
industrial hazards it is essential to establish the physical 
state in which the selenium may become available to 
the organism. Dusts in a given process may be of 
such a nature that no soluble selenium compounds are 
produced. Soluble dusts—for example, SeO., SeO,, 
H.SeO,, H.SeO,—and halogen derivatives will be 
readily absorbed both from the lungs and from the 
alimentary tract and hence must be regarded as definite 
industrial risks. Although skin absorption has not been 
established experimentally a case is recorded in which 
burns from hot acid containing Se,Br, were followed 
by the appearance of selenium in the urine two days 
later. Knowledge is required of the possibility of skin 
absorption of organic combinations of selenium, as they 
may occur in the processes involved in plasticizers. The 
need for cleanliness and good habits in the works sense 
among the workers wherever there is a selenium hazard 
must be appreciated by the industrial physician. On 
the academic side compounds of selenium (sodium 
selenite) have been shown to inhibit the oxygen uptake 
of yeast cells and the rate of evolution of carbon dioxide 
during fermentation of yeast. Rats injected with 
selenium salts show a striking decrease in the ascorbic 
acid content of the liver and the adrenals. The practi- 
cal importance of these observations requires further 
elucidation. 


INHERITANCE OF SEBACEOUS CYSTS 


Although sebaceous cysts are common, even common- 
place, the research worker has on the whole paid them 
scant attention. For many years it has been suspected 
that heredity plays an important part in their causa- 
tion. Cockayne, in his well-known work Inherited 
Abnormalities of the Skin, mentions cases of families 
in which sebaceous tumours of the scalp were common 
among the female members (although the males were 
unaffected), and also remarks upon the cases of 
multiple sebaceous cysts of which notice was first 
taken by Pringle, who gave them the horrible name 
* sebocystomatosis.” In this disease numerous small 
cysts filled with sebum are scattered over the trunk and 
extremities ; both males and females may be affected. 
Recently, several families each with numerous members 
affected have been studied, three my Monro and one 
by Ingram and Oldfield. Monro,' who is more inter- 
ested in the genetic side of the question than the clinical, 
believes that the cysts result from a single dominant 
Mendelian factor, and that individuals suffering from 
the condition have the gene in heterozygous form. It 
is known that there is a great difference in the effect of 
an abnormality upon its possessor, depending upon 
whether the gene is in heterozygous or homozygous 
form. In the latter event it often happens that the 
abnormality is so serious that it is incompatible with 
life. Now among Monro’s cases was one in which both 
husband and wife suffered from sebocystomatosis. This 


* Publ. Hith. Rep., Wash., 1938, 53, 281. 


* J. Genetics, 1937, 35, 61. 
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pair had three children (among others) who died in 
infancy, and who were known to be abnormal ; hence 
it is possible that the gene which in heterozygous form 
produces a minor abnormality here may have been 
present in homozygous form and have caused a gross 
disorder fatal in childhood. It also appears that there 
may be a genetical relationship between sebaceous 
cysts and malignant disease. Jn the families affected by 
the former there were several cases of cancer. Whether 
this is a mere coincidence or not can only be estab- 
lished by the investigation of further families. In the 
family studied by Ingram and Oldfield a father and 
daughter and two sons were affected ; the mother and 
four other children were free. Several cysts were re- 
moved from the daughter and were submitted to patho- 
logical examination, the results of which suggested that 
these cysts arise as new formations and are not due to 
retention and secretion in a hypertrophied sebaceous 
gland. Indeed, in these cases sebaceous glands, far 
from being hypertrophied, are often actually atrophied ; 
moreover, in severe acne, a condition in which 
sebaceous glands are undoubtedly much hypertrophied, 
cyst formation is extremely rare. Thus we find that 
modern views on the origin of sebaceous cysts support 
those of Sir James Paget, who as long ago as 1870 
formed the opinion that most cysts of the scalp were 
cysts of new formation, and are unfavourable to those 
of Pringle, who may be regarded as the advocate of 
the retention theory. Ingram and Oldfield come to the 
same conclusion as Monro, that the factor which deter- 
mines multiple sebaceous cysts is a dominant rather than 
a recessive character. 


THE CAROTID SINUS REFLEX 


The effects of stimulation of the carotid sinus are most 
familiar in connexion with paroxysmal tachycardia, 


pressure on the sinus having been practised, though not. 


always successfully, for the arrest of this abnormal 
rhythm. More recently the carotid sinus has been 
related to a form of syncope and the possibility of its 
implication in essential hypertension investigated. The 
effect on the electrocardiogram in normal subjects, and 
in those with cardiovascular lesions, of carotid sinus 
pressure has been studied by J. Lenégre,’ who finds that 
in young normal subjects there is no appreciable change, 
or at most there is some change in rate, usually a slowing. 
Positive responses most commonly evoked in elderly 
people, and especially in the presence of degenerative 
cardiovascular lesions, are of three main types: a brady- 
cardia with or without auriculo-ventricular dissociation ; 
alteration in the form of the ventricular complex ; and 
alteration in rhythm. Complete arrest of the heart was 
noted in several instances, and when this lasted for more 
than five seconds the subject experienced faintness and 
vertigo, and more rarely there were convulsive move- 
ments or loss of consciousness. Some of these symp- 
toms may occur apart from bradycardia, and are then 
attributed to the reflex fall in blood pressure. The 
reflex was found to be readily exhausted, and with 
continued pressure on the sinus the heart would recover 


* Arch. Mal. Ceur, 1938, 31, 421. 


its normal rhythm within ten to twenty seconds, and 
repeated attempts to elicit the reflex would meet with 
a rapidly diminishing response. A pathological carotid 
sinus reflex—that is, one that leads to anything more 
than a slight alteration in heart rate—is held by Lenégre 
to depend on the presence of coronary sclerosis, with 
perhaps lesions in the sinus itself playing a lesser part, 
and the changes in cardiac excitability and conductivity 
result from the effects of bradycardia and lowered 
arterial tension on a heart already suffering from 
ischaemia. The routine practice of compression of the 
carotid sinus with the object of revealing latent cardiac 
sclerosis is recommended, but the distressing symptoms 
that may result, even though transient, will surely dis- 
courage most physicians from indulging in this diag- 
nostic aid. Many will also disagree with the assertion 
that pressure on the carotid sinus will not arrest 
paroxysmal tachycardia in young people. The author 
does not say whether or not his experimental subjects 
were under digitalis, though some of the curves pub- 
lished suggest the action of digitalis ; the previous ad- 
ministration of this drug may be of importance in 
determining the effect of carotid sinus pressure. 


ADVISORY COMMITTEE ON BLINDNESS 


The Minister of Health has appointed an Advisory 
Committee on Blindness, including its prevention and 
treatment. The committee will carry on the work 
hitherto performed by the standing committee on the 
Prevention of Blindness of the Union of Counties Asso- 
ciations for the Blind, which has ceased to exist. The 
following have been appointed members of the new 
committee: Mr. P. M. Evans, LL.D. (chairman); Mr. 
H. R. Bickerton, M.B., Mr. J. D. Magor Cardell, 
F.R.C.S., Miss Grace Cracknall, Dr. James Ferguson, 
Mr. Percy Flemming, F.R.C.S., Mr. N. Bishop Harman, 
F.R.C.S., Dr. E. K. Macdonald, Miss Ida Mann, 
F.R.C.S., Mr. R. Foster Moore, F.R.C.S., Mr. G. F. 
Mowatt, Sir John Parsons, F.R.S., F.R.C.S., and Mr. 
A. H. H. Sinclair, F.R.C.S.Ed. The committee has been 
appointed for a period of three years. Mr. H. G. 
Benjamin will be secretary and Dr. A. E. Hallinan 
medical secretary. 


TESTIMONIAL TO DR. HUTCHISON 


In case any reader may have missed the letter published 
on July 23 (p. 195) we would draw attention to the 
proposal now afoot for presenting Dr. Robert 
Hutchison with his portrait. The election of Dr. 
Hutchison to the Presidency of the Royal College of 
Physicians of London has given great pleasure to a 
very wide circle of admirers, to whom he stands “ for 
all that is sound in the practice of medicine and all that 
is good in tradition.” The project will, we know, com- 
mend itself to old students, friends, and societies in 
London, Edinburgh, and the Provinces. Personal 


donations should not exceed three guineas. Cheques 
should be sent to the Manager, National Provincial 
Bank, 10, Marylebone High Street, London, W.1, for 
the credit of the Robert Hutchison Testimonial Fund. 
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SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


COLLES’S FRACTURE 
AND CHAUFFEUR’S FRACTURE 


BY 


R. A. FITZSIMONS, F.R.C.S. 


I, COLLES’S FRACTURE 


Or all fractures this probably is the commonest. _ Its 
reduction requires neither expert sktll nor elaborate 
apparatus, and the after-care is simple. Accurate reduc- 
tion leads to excellent results in most cases. Failure of 
reduction always entails some degree of permanent dis- 
ability. These considerations make the treatment of 
Colles’s fracture a matter of great importance and 
general interest. While most frequent in women of 
middle age and onwards, it often occurs in younger 
people of both sexes. Before the age of about 20, when 
the lower radial epiphysis fuses with the shaft, the 
corresponding injury is a fracture-separation of the 
epiphysis. This resembles the adult fracture in all 
essential features, and its treatment is the same. 

The fracture occurs within about an inch of the lower 
end of the radius. The situation of the fracture and the 
displacement of the lower fragment are determined by 
the local anatomy and the direction of the causative 


Fic: Fic. 2 


effect of such a force can best be understood by resolving 
it into two separate components, acting in directions at 
right angles to each other. In the present instance one 
component displaces the lower fragment upwards along 
the axis of the radius, and the other displaces it directly 
backwards and also rotates it backwards. Impaction 
is common, and is due to penetration of the soft cancellous 
bone by the sharp ends of the broken cortex. Further, 
the position of radial deviation into which the hand is 
forced at the moment of impact often causes the lower 
fragment to be displaced and rotated outwards, so that 
traction on the internal lateral ligament may result in a 
fracture of the styloid process of the ulna or a rupture 
of the ligament. The hand and carpus remain attached 
to the lower fragment (Figs. | and 2). 

To summarize this, one can say that in a_ typical 
Colles’s fracture the lower fragment is displaced upwards, 
backwards, and outwards: tilted backwards and out- 
wards ; and the ulnar styloid is broken. By far the most 
constant element of the deformity is the backward tilt, 
and this also is the most important one to correct. In 
addition there is always some degree of injury to the soft 
tissues. 

Variations of the typical picture are common. Com- 
minution may be present, with fissures running into the 
joint and often separation of the fragments. The bone 
may be cracked, with little or no displacement. The 


Fic. 3. Fic. 4. 

Fic. 1.—Colles’s fracture. Antero-posterior view, showing outward rotation and displacement of lower fragment, fracture 
of ulnar styloid, radial deviation of hand, and abnormal relation of styloid processes. 

Fic. 2.—Lateral view, showing backward rotation and displacement and dinner-fork deformity of wrist and hand. 

Fic. 3.—Antero-posterior view, after reduction. 


Fic. 4.—Lateral view, after reduction. The normal anterior concavity of the radius has been restored, and the lower articular 


surface faces slightly forwards as weil as downwards. 


Violence. The lower inch of the radius, although ex- 
panded to twice the size of the shaft, is covered by only 
a thin shell of cortical bone, so that it readily yields to 
a breaking strain. This weakness of the bone is further 
accentuated by the strength of the anterior ligaments of 
the wrist-joint, reinforced by the tendons passing to the 
hand, which explains the comparative rarity of pure 
dislocation. 

In most cases the fracture is due to a fall on the 
outstretched hand, or some equivalent injury. The force 
ot impact is transmitted through the hand and wrist and 
bears obliquely on the lower end of the radius. The 


radial styloid or the posterior lip of the radial articular 
surface may be fractured, the rest of the bone remaining 
intact. Fracture-dislocation is uncommon ; displacement 
is marked and fixation sometimes difficult. An apprecia- 
tion of these points, and some knowledge of the normal 
radiological anatomy of the wrist, are necessary for 
successful treatment. 

Diagnosis is generally easy. Pain and swelling of fhe 
wrist following a fall generally signify a Colles’s fracture. 
When there is at the same time any obvious degree of 
backward or radial displacement of the lower end of the 
radius and hand, and an area of maximum tenderness 
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over the bone just above the joint line, the diagnosis is 
certain. The classical dinner-fork deformity is found only 
with severe degrees of backward displacement. Lesser 
degrees of deformity are often masked by the general 
swelling, and it is important to realize that, if not cor- 
rected, these become much more conspicuous when the 
swelling subsides. The, tip of the radial styloid 
normally occupies a level about one-third of an inch 
below that of the ulnar styloid, and an alteration in this 
relation, caused by the upward displacement of the 
lower radial fragment, may be felt (Fig. 1). A more 
constant sign is a loss of the forward concavity over 
the lower end of the radius, and with average posterior 
displacement this is usually obvious, even in the presence 
of swelling (Figs. 2 and 4). 

The final diagnosis rests with the radiographs. Cases 
will occur where no x-ray facilities are available, and 
the question will then arise whether or not the fracture 
should be reduced before it is radiographed. This 
should be done if any displacement can be detected 
clinically, because the physical and mental relief afforded 
the patient by reducing and immobilizing the fracture 
more than counterbalances the risk of an error in 
diagnosis. © The risk is always slight, since most 
injuries which bear any resemblance to Colles’s fracture 
are Colles’s fractures. In doubtful cases some tem- 
porary immobilization—for example, a Carr or improvised 
splint—will give relief until the radiographs can be seen. 


Needless to say all possible fractures must be radio- 
graphed after reduction: to check the diagnosis, if this 
has not previously been made; to see the position of the 
fragments ; and to satisfy legal requirements. It is only 
possible to form an approximate estimate of the 
accuracy of a reduction by clinical means, particularly 
in the presence of much swelling. 


Anaesthesia 


The essential surgical requirement is a quiet relaxed 
patient; any form of anaesthesia which ensures this is 
a good anaesthetic for the immediate purpose of re- 
ducing the fracture, but various other things have to be 
considered, especially the patient's age and_ general 
health. It is impossible, except through sheer good 
luck, to secure an accurate reduction in a struggling 
patient. 

Local anaesthesia has not yet achieved any great 
popularity, principally because expert general anaesthesia 
is available in most treatment centres, but its advantages 
under certain conditions are so obvious that they deserve 
to be more widely known. With proper aseptic pre- 
cautions the method is devoid of risk and can be used 
where general anaesthesia is for any reason undesirable 
or unavailable. The patient is not totally incapacitated 
even for a short period. No special preparation or 
after-care is required. Repeated manipulations can be 
carried out with one injection—for example, where x- 
ray examination shows the position to be unsatisfactory ; 
this procedure usually requires at least two general 
anaesthesias. Local anaesthesia is unsuitable for nervous 
patients and children. It is dangerous where absolute 
asepsis cannot be relied. upon, since the solution infil- 
trates the fracture cavity. It is unsuitable for fractures 
mgre than a few days. old, when cellular activity is 
sealing up the spaces between the fragments. Finally, 
it cannot always be relied upon to produce complete 
anaesthesia on account of associated injury to soft 
tissues, which the solution may not reach. 


Technique of Local Anaesthesia 


The requirements are a sterile 2 per cent. solution of 
novocain, a 20 c.cm. Record syringe, needles (No. 1 
Record), tincture of iodine, and sterile dressings. The 
novocain solution must be of guaranteed sterility. The 
safest solutions are those in rubber-capped bottles or 
sealed glass ampoules, which keep indefinitely. Solutions 
contained in ordinary corked bottles are always suspect. 


The syringe and needles are sterilized, preferably by 
boiling. The backs of the forearm, wrist, and hand are 
cleaned and swabbed with iodine. The surgeon’s hands 
are sterilized as for any aseptic operation. The 
position of the fracture line is judged by palpation and 
previous reference to the x-ray films. The needle, 
attached to the syringe containing the anaesthetic, is 
made to pierce the skin over the back of the radius a 
little above the estimated line of the fracture and between 
the long extensor tendon of the thumb and the common 
extensor tendons, and is then pushed in an _ oblique 
direction downwards and forwards until it enters the 
haematoma cavity. With average backward displace- 
ment there is no difficulty in doing this; with minor 
displacements a few trials may be necessary, but a single 
skin puncture is sufficient. The tip of the needle is 
known to be correctly placed when (1) the solution flows 
readily from the syringe with moderate pressure on the 
pistcn, (2) blood can be aspirated into the syringe, (3) 
the injection does not raise a local swelling, as it would 
do if placed in the superficial tissues. About 15 c.cm. 
of novocain are injected into the radial fracture, and 
then a few cubic centimetres around the ulnar styloid. 
The anaesthetic should be given about five minutes to 
act, after which the fracture can be reduced. 


Reduction and Fixation 


For the actual reduction it is desirable, though not 
essential. to have the help of two assistants, who need 
not be skilied. Their function is to steady the limb and 
maintain the reduction while the splint is being applied. 

A dorsal unpadded plaster-of-Paris slab is recom- 
mended as being both safe and efficient for all cases with 
average displacement, but for gross displacements an 
encircling plaster cast is advisable. The distance from 
about two inches below the elbow to the knuckles is 
measured, and a dry slab equal to this length is made 
from a six-inch-wide plaster-of-Paris bandage, so that it 
contains eight folds or .thicknesses of muslin. One of 
the assistants holds and steadies the elbow while the 
surgeon takes a firm grip of the fingers and exerts 
vigorous traction in the axis of the forearm, followed 
by a forced extension movement. This disengages the 
fragments, whether impacted or not, and the lower 
fragment can now be felt to move with the hand. While 
full traction is still maintained, the wrist is flexed and 
the hand forced to the ulnar side, and at the same time 
the lower fragment is taken between the thumb and fore- 
finger of the surgeon’s free hand and pressed forwards 


and towards the ulnar side as strongly as possible. The . 


restoration of the normal anterior concavity of the 
radius, which is the clinical proof of a satisfactory re- 
duction of the backward displacement, can be felt by the 
index finger. The patient’s hand is now transferred 
to the second assistant without disturbing the position 
or the traction. Separation of the fragments of a com- 


minuted fracture, if present, must be corrected at this . 


stage by pressure between the surgeon’s hands in the | 
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appropriate plane, and where there is radial deviation 
the final correction of it is now made by lateral pressure. 

While the limb is still being held by the assistants the 
plaster is thoroughly wetted in cold water, the excess 
of water squeezed out, and the slab applied to the back 
of the forearm, wrist, and hand as far as the knuckles. 
The plaster is carefully smoothed out everywhere to 
adapt it as accurately as possible to the contours of the 
limb and to prevent creases on its deep aspect, which 
might cause pressure sores. The upper end of the 
plaster extends only about half-way around the limb; 
but in the region of the much narrower wrist it extends 
well on to the flexor surface, and care should be taken 
that it encircles the radial side of the wrist more than 
the ulnar in order to maintain ulnar adduction. The 
wet plaster is now quickly covered by a few turns of a 
three-inch cotton bandage so that it can be handled more 
easily. The surgeon once more takes the hand, still 
keeping up the traction, and again places his thumb, this 
time outside the plaster, over the lower fragment, 
pressing it forwards and inwards. The plaster still 
being soft, the hand is now placed in its final position, 
usually one of ulnar adduction and about 20 degrees 
of flexion, and held until the plaster has hardened. 
(Fig. 3.) 


Fic. 5.—The usual position of the hand after reduction. The 
plaster slab is shown in outline. The dotted lines indicate its 
anterior limits. (Cotton bandage not shown in diagram.) 


A second cotton bandage is now applied, firmly but 
not tightly, beginning at the: upper end of the plaster and 
finishing with a dozen or more turns about the wrist 
and hand, where it passes between the thumb and index 
metacarpal, down to, but not going beyond, the proximal 
transverse crease of the palm. Plaster or bandages 
Which extend beyond this line limit flexion at the 
metacarpo-phalangeal joints. The thumb is left free to 
move. Fixation is completed by a piece of strapping 
around the wrist and another around the palm. 

The above technique, which takes more time to 
describe than to perform, is applicable to the majority of 
fractures, but has to be modified to suit certain cases. 
When no radial displacement is present in the fracture 
the position of full ulnar adduction is unnecessary, but 
a slight degree of ulnar adduction is always desirable, 
as this is the physiological position of the hand. Where 
little or no displacement exists it is only necessary to 
apply a dorsal slab, as described, with the hand in the 
neutral position. Fractures with gross displacement, and 
also those in which fixation by the dorsal slab has 
Proved unsuccessful, generally require an_ encircling 


plaster cast. The only difference from the routine 
technique is that in the place of the second cotton 
bandage a plaster bandage is applied, and in exactly the 
same way. This form of fixation gives greater security 
in all cases, but it introduces an added element of danger 
to the circulation which necessitates closer observation 
in the post-reduction period. 


In cases with severe backward displacement, such as 
fracture-dislocations, fixation with full flexion of the 
wrist is sometimes advisable. This should not be main- 
tained beyond about ten days or so, because it is a 
position of strain, and it also makes full flexion of the 
fingers impossible. At the end of this time the plaster 
should be carefully removed, the hand brought up to 
the neutral or slightly flexed position, and a new plaster 
applied. It cannot be too strongly emphasized that the 
reduction of this fracture requires vigorous manipula- 
tions, and that the great majority of unsuccessful 
attempts are due to the application of insufficient force 
rather than to insufficient skill. There is no danger of 
Over-reduction of backward or outward displacements. 


Good results can be obtained by the use of rigid 
splints, but plaster-of-Paris has advantages over all other 
forms of fixation. It adheres to and exerts perfectly 
uniform pressure on the skin, thereby giving a maximum 
security to the fracture with a minimum danger of 
damage to the skin, and also ensuring that it shall not 
loosen or become displaced. With adequate strength 
it represents the minimum of bulk and weight, so that 
the arm can be passed through the sleeve and easily 
used. The addition of padding removes these advantages 
and reduces the efficiency of the splint. 

Following reduction all fractures must be radiographed 
in two planes. The radiographical evidence of good 
reduction is: (1) in the lateral view, the backward dis- 
placement and tilt are corrected, the anterior concavity 
of the radius is restored, and the lower articular surface 
of the radius faces slightly forwards as well as down- 
wards ; (2) in the antero-posterior view the outward dis- 
placement and tilt are corrected, and the styloid processes 
occupy their correct relative positions (Figs. 3 and 4). 

Minor degrees ot displacement are consistent with 
good functional results. In judging what is a satis- 
factory position the special circumstances of each case, 
particularly the patient's age and occupation, have to 
be considered, and much greater latitude should be 
Observed with elderly than with younger patients, in 
whom an anatomical reposition should be obtained if 
possible. At least one further radiograph should be 
taken a week or ten days following reduction to see that 
the correct position has been maintained. Later dis- 
placements are uncommon. 


After-care 


With average displacements the plaster is retained for 
a month: with severe displacements for six weeks. 
During these times the plaster must not be removed, 
except for the indications [ have mentioned. After 
reduction the important instructions to the patient are 
that the fingers, elbow, and shoulder shall be used from 
the first for light work of every kind, and that pain or 
swelling of the hand shall be reported immediately. If 
the patient’s co-operation cannot be depended upon the 
movements must be performed daily under the direction 
of a masseuse. A sling, if used at all, should not be 
worn for more than a couple of days. 


The important complication is swelling of the fingers 
caused by a too tight bandage. Slight swelling due to 
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the trauma is nearly always present, and disappears with 
time, elevation of the limb, and finger movements. 
The danger signals are pain, severe swelling, and blue- 
ness of the fingers. If these appear the position of the 
fracture becomes of secondary importance and pressure 
must be relieved at once by cutting the plaster. The 
danger of severe circulatory obstruction is inseparable 
from the use of an encircling unpadded cast on a swollen 
limb, and for this reason, as already indicated, it should 
not be applied as a routine. Damage may be caused in 
a few hours that may not be recovered from in as many 
weeks, and finger movements may be _ permanently 
impaired. In doubtful cases the only safe thing to do 
is to divide the plaster. 

There should be a complete range of finger move- 
ment and a fair grip a few days after reduction. When 
the plaster is removed there is nearly always some stiff- 
ness of the wrist, which generally recovers rapidly with 
the patient's own movements. Extension and supination 
are slower to recover than flexion and pronation, but 
there is nothing constant about this. The patient's age, 
the kind of reduction obtained, the presence or absence 
of swelling, and the patient’s ability to co-operate are 
all important factors, but fractures comparable in all 
other respects often show considerable differences in the 
times taken to regain full function. 


There is no doubt that physiotherapy helps those 
patients who are slow to recover movements and also 
those who complain of slight pain after removal of the 
plaster. It is doubtful, however, whether it ever 
influences the ultimate result, and it is quite certain that 
it can never give a patient a good wrist and hand where 
the initial treatment has been bad. For the majority 
of patients it is unnecessary, though harmless, except in 
so far as it tends to obscure what is a clear-cut surgical 
issue and produce a feeling of divided responsibility 
between surgeon and physiotherapist. 


The sequels of neglect or unsuccessful treatment are 
various degrees of finger stiffness, weak and painful grip, 
stiff and painful wrist, and an obvious deformity. The 
shoulder-joint and elbow-joint may also become stiff 
from immobilization, as in wearing a sling for too long. 
The deformity of an unreduced Colles’s fracture is an 
unsightly one, and constantly obtrudes itself on the notice 
of the patient. 


Late Cases 


Manual reduction may be attempted with some prospect 
of success up to about three or four weeks following the 
injury ; after this the use of a wrench or an osteotomy is 
necessary. 


Reversed Colles’s or Smith’s Fracture 


This usually follows a fall on the back of the hand so 
that the lower radial fragment is displaced forwards. The 
wrist should be ceeemes in dorsiflexion. 


Il. CHAUFFEUR’S FRACTURE 


_ This generally differs from the common types of Colles’s 
fracture only in its aetiology. It may be caused by a 
sudden forced hyperextension of the wrist or from an 
actual blow of the starting-handle. Comminution is 
fairly common, also isolated fractures of the radial 
styloid process, as from a direct blow. Some of the cases 
are of the reversed type. Both bones may be broken, 
either at the lower ends or, occasionally, higher up in the 
shafts. Treatment, except in the cases of shaft fractures, 
follows the lines already described. 


Nova et Vetera 


SOME ECHOES OF WITCHCRAFT 


The astonishing story of the town of Hampton in New 
Hampshire, U.S.A., after 282 years restoring its citizenship 
to Eunice Goody Cole, tried as a witch in 1656, and 
according her a martyr’s funeral opportunely coincides 
with the 350th anniversary of the death of one who first 
regarded witches as mentally sick women. 


Johannes Weyer, Friend of Witches 


Johannes Weyer or Wyer (latinized Wierus) was born in 
Grave-on-the-Maas, Northern Brabant, in 1515 or 1516. 
Studying under the sceptical alchemist Cornelius Agrippa at 
Bonn and afterwards at Paris, he took his medical degree at 
the age of 22. City physician at Arnheim, and _ personal 
physician to Duke Wilhelm of Jiilich-Cleve-Berg, in a 
turbulent age he lived a serene life practising his profession 
and pursuing knowledge. Two of his sons were physicians, of 
whom one was piously named Galenus. In 1563 appeared 
his work on the prestidigitatory nature of the devil (“ De 
praestigiis daemonum”), which was promptly placed on the 
Index librorum prohibitorum. language essentially com- 
posed and even kindly, though nevertheless outspoken, he 
bids the monks leave the management of witches and of the 
bewitched to the physicians. The pain inflicted on witches 
is unnecessary cruelty, since their mental anguish is punish- 
ment in itself. Among his medical colleagues Weyer on the 
whole found less cruelty but scarcely any more sympathy 
or understanding. An inquisitive and talented observer, he 
described trichinosis, the English sweating sickness, erysipelas, 
and scurvy. His reputation in medical history securely rests 
on his humane attitude towards witches, his emphasis on their 
mental sickness, and his founding of clinical psychopathology. 
Weyer’s story was told by Gregory Zilboorg in the Noguchi 
Lectures, “The Medical Man and the Witch during the 
Renaissance ” (1935), and has more recently been revived by 
Martin Vogel in the March 17 issue of Hippokrates. 


Richard Gale, Enemy of Witches 


In the December, 1937, number of the Transactions of the 
Bibliographical Society Ethel Seaton gives an account of 
Richard Galis and the witches of Windsor, which, apart from 
its valuable detective work in bibliography, is interesting 
because it contains the testimony of the bewitched believer on 
the one hand and that of his rationalistic father on the other. 
Gale (Galis), an excitable and credulous fanatic, son of 
Richard Gale, innkeeper and three times mayor of Windsor, 
having suffered from the malice of witches, became their 
implacable enemy. His violent behaviour as self-appointed 


witch-hunter alienated his father and annoyed the magistrates.. 


Imprisoned in a “ deep dungion,” in answer to his prayers the 
chains miraculously fell off his feet. Three months after the 
hanging of one of the wiiches in 1579 he brought out a 
pamphlet written in fervently pious style, the main part of 
which is occupied by an autobiographical account of his 
personal dealings with the witches. Reginald (Reynold) Scott, 
the tercentenary of whose birth occurs this year, in his book 
The Discoverie of Witchcraft (1584) alludes to Gale as a 
““madman,” and refers to his “follie, lewdness, impudence, 
and dishonestie.” The most important sourcebook on the 
history of witchcraft, it was written with the object of pre- 
venting the persecution of aged and simple persons popularly 
believed to be witches. Early editions are rare, because 
James I ordered this work to be destroyed. It is said that. 


from its pages Shakespeare drew inspiration for his portraits | 


of the witches in Macbeth. 
W. R. B. 


Thomas Annandale, who became regius professor of 
clinical surgery at Edinburgh in 1871, when Lister went to 
London, was born one hundred years ago. He died in 1907, 
and at his university his memory is kept green by the 
Annandale Gold Medal for Clinical Surgery. 
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THE SECTIONS 


SUMMARY OF PROCEEDINGS 


During the next few months there will be published in the 
BrittsH MEDICAL JOURNAL the opening papers communi- 
cated to the Scientific Sections of the Annual Meeting at 
Piymouth. The reports of discussions, concluded from 
lust week (p. 313), are intended to give members who were 
not present a general idea of the proceedings. 


SECTION OF MEDICINE 
Friday, July 22 
Advances in Organotherapy 


With Dr. F. A. Roper in the chair, Sir Watter LANGDON- 
Brown opened the discussion on recent advances in organo- 
therapy. Recalling Starling’s conception in 1905 of a 
chemical control of the body by hormones, he mentioned those 
subsequent discoveries which had supported this hypothesis. 
First, the recognition of vitamins, or exogenous hormones ; 
secondly, the principle that a chemical substance was liberated 
at every nerve-ending on stimulation, the secretion of adrena- 
line and pituitrin being only special instances of a general 
law; and, thirdly, the discovery by the Needham’ and 
Waddington that Spemann’s organizer in the embryo was not 
cellular but chemical in its activities, and that it was closely 
related to oestrin. Moreover there was considerable overlap 
between the chemical constitution of certain hormones, 
vitamins, and carcinogens. It had been believed in the past 
that hormones would not act as antigens, but the existence 
of antihormones had been established. A further advance 
in organotherapy was the realization of the interaction between 
hormones and mineral metabolism, the relation of. calcium 
and phosphorus to parathormone being a notable instance. 
Zondek’s conception of hormones being activated on reaching 
their destination was connected with this field of metabolic 
relationships, in which further research was required. The 
postulates for rational organotherapy were that the gland in 
question should form an internal secretion, that the active 
principle could be extracted, and that a method of adminis- 
tration should be available which would admit of its utiliza- 
tion in the body. Organotherapy might then be employed in 
the following ways: as substitution therapy, as a pharmaco- 
logical agent, as antagonist to other hormones, to influence 
general metabolism, or in an attempt to utilize antihormonal 
activity. These substances might also be employed empiric- 
ally. Sir Walter Langdon-Brown emphasized the possible 
deleterious effects of injudicious organotherapy, mentioning 
examples in relation to thyroid, insulin, parathormone, and 
Oestrin. While oral administration of thyroid was successful, 
this route was not generally available, though certain sex 
hormones in large doses might be useful when given orally. 
The subcutaneous route was the only effective one for the 
majority of hormones, though they might be given intra- 
venously in emergencies, as in diabetic coma. Referring to 
the problems of receptivity of the tissues, the speaker recalled 
the observation of Zondek that the absorption of a hormone 
such as thyroxine is decreased in the presence of narcotics 


such as the barbiturates, which adhere to the cell surface and 
thus displace hormone from it. Perhaps future researches 
would result in the discovery of simple basal groups which 
might be effective while escaping disintegration by the digestive 
juices; possibly newer means of production might result in 
a reduction of the cost of these preparations. 


Dr. A. S. Parkes spoke on the relation between method of 
administration and effectiveness of hormones. He pointed 
out that the natural action of a gland was not necessarily 
reproduced by injection of its active principle, and there was 
a distinction to be drawn between the amount given and the 
amount utilized by the body. Referring to subcutaneous 
injection of oestrone, testosterone, and progesterone he con- 
sidered that three factors should be considered: the rate of 
absorption, the rate of destruction, and the rate of excretion. 
Little was known regarding the last two of these, but more 
work had been done concerning absorption. A substance 
injected at daily intervals might not be available to the body 
during a large part of the day. Delayed absorption could be 
achieved by esterification of the active principle, or better 
still by implantation of it in the form of tablets under the 
skin. The speaker showed a chart illustrating the influence 
of the method of administration upon the effectiveness of 
testosterone when given to rats. Judging the results by the 
weight of the testes and seminal vesicles he found that the 
propionate and acetate were both more active than free testo- 
sterone. The combined forms could also be given effectively 
at longer intervals than the free testosterone. 


Sex Hormones 


Professor E. C. Dopps gave his views on the practical use 
of oestrogenic substance with special reference to synthetic 
compounds. There was a lack of chemical relationship 
between the various hormones; some were of protein 
structure and would, if taken by the mouth, be converted 
by the digestive enzymes into amino-acids and so rendered 
inactive. Anterior pituitary and parathyroid hormones were 
destroyed in this way. Until recently the only hormone which 
could be given by the mouth was thyroid extract. It was now 
known that by the introduction of ethinyl groups oestrogenic 
substances would resist the action of trypsin, pepsin, and 
erepsin. Odestriol, oestrone, oestradiol, ethinyl oestradiol, and 
other derivatives had been administered to rats by the sub- 
cutaneous and oral routes. Except in the case of oestriol, 
which produced equal effects by the two routes, these sub- 
stances were much more potent when given orally. 


Dr. S. Levy Simpson described his experience of the thera- 
peutic use of testosterone propionate. He had found that in 
the castrate rat or monkey this substance would produce a 
return of the primary and secondary sex characters. There 
was also a range of activity in female animals, the develop- 
ment of the Graatian follicles being inhibited : in the monkey 
a suppression of oestrin secretion had been observed. The 
speaker had used this substance in the treatment of the human 
male castrate: these patients (whose deficiency was usually 
due to tuberculosis or war wounds) were restored in their 
sexual libido and no longer experienced the hot flushes 
and migrainous headaches which had previously troubled 
them. The anabolic effect was also very remarkable; these 
patients, who were usually lean, might gain one stone in 
three weeks when given testosterone propionate 50 mg. thrice 
weekly. The weight would fall again when the injections were 
stopped. This substance had also been used for enlargement 
of the prostate, but so far no one had produced conclusive 
and controlled results to show that it was of value. In 
women, menorrhagia, dysmenorrhoea, and painful breasts with 
or without mastitis might be benefited by this preparation. 
Its use in hyperthyroidism was based upon the expectation 
that it might reduce the function of the pituitary and so 
decrease the secretion of pituitary thyrotropic hormone. Con- 
traindications, in general, were enlargement of the clitoris, 
hirsutism, and acne. 

Dr. G. L. Foss (Bristol) had used testosterone propionate 
for the past year. His experience related chiefly to 
eunuchoidism and menorrhagia. For the former he had found 


Ara 
Le 
= 
AS 
iy 
; 
|. 
| 
— 
| 
| 


362 AucGusT 13, 1938 


THE SECTIONS: SUMMARY OF PROCEEDINGS 


Tue British 
MEDICAL JOURNAL 


40 to 60 mg. per week an adequate dose, and he had 
supplemented this with inunction. Doses of 300 to 1,000 mg. 
had been given for menorrhagia, metrorrhagia, and metro- 
Staxis ; such doses would give benefit, but three weeks might 
elapse before bleeding ceased. With doses of 1,500 to 
3,000 mg. unwanted side-effects in women might occur ; these 
were a slight deepening of the voice, acne, clitoral enlarge- 
ment, and growth of hair on the face; this last effect could 
be reversed by rubbing in an ointment containing oestradiol. 
Dr. S. J. Fottey (Reading), using testosterone propionate, 
had been able to produce mammary development in rats and 
a growth of teats and breast ducts in guinea-pigs. In monkeys 
a duct development of abnormal type was seen, the epithelium 


- being curiously folded. Mr. V. W. Dix (London) had treated 


enlargement of the prostate with testosterone propionate. He 
had found a remission in frequency and other symptoms, but 
agreed with Levy Simpson that it was doubtful whether there 
was any effect upon the particular variety of prostatic change 
that occurs in man. 


Dr. Roper (Exeter) referred to Sir Walter Langdon-Brown’s 
remarks on substitution therapy ; he considered that in some 
cases of diabetes there was evidence of recovery in function 
of the islets as a result of rest. 


Anterior Pituitary Hormones 


Dr. A. W. SpeENcE discussed the therapeutics of anterior 
pituitary and related hormones. Thyrotropic hormore was of 
limited use; it produced the same effect as thyroid extract 
but in a different way. Cretinism and myxoedema were not 
relieved by it. The most important of the anterior pituitary 
hormones in therapeutics were the gonadotropic hormones, 
whether extracted from the human urine of pregnancy or 
from the serum of pregnant mares. The former preparations 
were valuable in the treatment of undescended testis, but only 
provided there was no anatomical abnormality. Doses of not 
less than 500 rat units intramuscularly twice a week should 
be given. In the treatment of eunuchoidism the gonado- 
tropic hormones provided a stimulating therapy which could 
be combined with the replacement effect of testosterone pro- 
pionate. He advised 80 Evans rat units of pregnant mare 
serum intramuscularly on alternate days, or 500 to 1,000 rat 
units of pregnancy urine extract intramuscularly twice a week. 
Sterility might be due to hypothyroidism and relieved by 
suitable substitution therapy ; in an uncomplicated case due to 
failure of the tubules to produce mature spermatozoa gonado- 
tropic hormone might give benefit. The same treatment could 
be employed in women when sterility was thought to be due 
to failure of ovulation. 


SECTION OF SURGERY 
Friday, July 22 
The Septic Hand 


lar. H. C. RUTHERFORD Dar inc (Sydney), a Vice-President of 
the Section, presided over a meeting at which Sir Davip 
Wi.kie (Edinburgh) opened a discussion on the septic hand. 


There had been, Sir David said, an unfortunate tendency 


to regard infections of the hand as minor surgical maladies. - 


But they were of primary importance not only from the aspect 
of danger to life but because of their potentiality in producing 
Jasting disability in manual workers. Much was owed to Bier 


for his studies of the infective process and to Kanavel for the ’ 


pathological anatomical pictures. Bier’s great contribution to 
treatment was his advocacy of control of the return of blood 
and lymph from an infected part so that by slight lymph 
stasis central spread of infection was delayed until immunity 
was fully under way and the toxins produced were diluted. 
In this country Bier’s treatment had been misunderstood, and 
was taken to imply a well-marked venous congestion by elastic 
pressure. Sir David Wilkie thought that Bier’s mild passive 
hyperaemia was a most valuable line of treatment provided 
it was employed properly. Besides this principle of seeking 


to localize infection while immunity was rising, there was 
now also the powerful aid of sulphonamide. He thought that 
antitoxic sera, although overshadowed at present by chemo- 
therapeutic measures, should also always be employed in 
severe cases of known character. 

After describing the pathological anatomy of the various 
hand infections, Sir David Wilkie passed to the consideration 
of those cases of acute streptococcal infection with 
lymphangitis which might follow upon a punctured wound or 


scratch. The patient should be put to bed and given copious’ 


fluids. A warm moist dressing should be applied to the limb 
and a few turns of a thin elastic bandage wound /ightly round 
the upper arm. This bandage was applied direct to the skin 
so that a gentle pressure obstructed the superficial veins and 
lymphatics without producing any blueness or duskiness. The 
secret of successful application was the abolition of pain. If 
pain was increased the bandage was too tight. The bandage 
might be left on continuously for forty-eight hours with advan- 


tage. Treatment with sulphonamide was instituted and 30 c.cm.. 


of streptococcal antitoxic serum given after desensitization. 
No incision was made until there was localized pus, except in 
the case of pulp infections, where earlier incision might be 
required to prevent necrosis of the phalanx. If no improve- 
ment was taking place in a pulp infection in forty-eight hours 
then an incision should be made. 


Immediate Treatment 


Mr. R. KENNON (Liverpool) said that the general view that 
lvmphatic absorption, except in the case of the pleura and 
peritoneum, was a slow process appeared to have been dis- 
proved by the experiments of McMaster and Hudack. These 
observers, .by intradermic dye injections, had shown rich 
capillary plexuses, one in the papillary stratum of the corium 
and the other in the lower layers of the corium. Within thirty 
seconds the dye could be seen in the lymphatics 14 to 15 mm. 
away; in forty-five seconds 2.5 cm. away from the site of 
injection. These experiments showed the necessity for imme- 
diate treatment in the case of a prick to delay absorption. 
A handkerchief round the base of the finger or a rubber 
umbrella ring or locally applied Bier’s bandage was suitable. 
McMaster had stated that, while by sucking a wound much 
material might be removed, much was also distributed locally. 
But mere local congestion was not enough. A means of 
escape for the exudation so evoked should be provided. 
Therefore all pricked fingers should be denuded of epithelium 
down to the corium around the puncture point. This was 
performed with a razor blade. A minute incision should be 
added if it was thought that the infection had gone deep 
to the skin, which must be a rare occurrence, since the 
epithelium cleaned the puncturing agent. He thought it was 
difficult for septicaemia to arise in a wound free from tension. 
By these means an oozing focus was produced. Because 
there was little or no lymph flow in a resting limb immobiliza- 
tion was of great importance. He believed that if in 
lymphangitis there was pain at the site of the puncture a small 
incision should be made. Pus would usually be found. It 
was the surgeon’s duty to relieve tension, not to wait for 
pus, and he advocated incision in all hand infections where 
after thirty-six hours there was not evidence of the subsidence 
of all signs and symptoms. 


Prognosis of Septic Hands 


Professor J. PATERSON Ross dealt first with the prognosis 
with regard to the hand. In infections of the pulp one 


sleepless night warranted incision because of the danger of , 


necrosis of the phalanx. This was an exception to his usual 
rule of waiting for pus. The usual result of a tendon-sheath 
infection was a stiff finger which required amputation, but 
a good result with a mobile finger would be obtained if the 
sheath was opened up within twenty-four hours, followed by 
early movements in a hot saline bath. He thought that 
sulphonamide was of value as an adjunct to local treatment 
because it enabled the patient to. move his fingers freely 
without suffering the severe reactions which used to occur on 
movement. Cellulitis and lymphangitis, though diffuse pro- 
cesses, respected anatomical barriers in the great majority of 
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cases. Where, rarely, the spread was without respect to the 
limitations of fascial planes or sheaths the outlook was grave, 
not only for the limb but for the patient’s life, since there was 
an obvious constitutional inability to deal with the infection. 
Regarding prognosis as to the patient's life, Professor Ross 
thought that in serious cases it was too often assumed that 
a virulent organism was to blame. Yet in many cases the 
opposite was true, and he thought that a feeble resistance was 
more often the cause. To influence this resistance beneficially 
fatigue, mental and physical, had to be avoided. The anxious, 
overtired patient had a relatively poor prognosis. Similarly 
a patient with nausea was a poor risk compared to the one 
who could take his meals. It was of importance to maintain 
resistance by processes of elimination. 

Mr. ZACHARY Cope stressed the economic importance of the 
septic hand and emphasized the need for rest to the whole 
upper limb where the hand or a finger was inflamed. In 
diagnosis difficulty might be experienced in distinguishing a 
thecal infection from a primary osteomyelitis of the under- 
lving phalanx. Radiographs should be taken in the atypical 
case Or in the case which did not clear up quickly. 

Mr. A. DICKSON WRIGHT advised as a prophylactic measure 
in infected pricks the immersion of the finger in a pure 
alcohol bath by use of a rubber finger-stall. The evacuation 
of a subungual haematoma by trephining the nail was 
also a valuable prophylactic procedure. Moulded plaster 
guiter splints gave complete rest. A stenosing lymphangitis 
in the axilla might occur after hand infections and form taut 
fibrous bands, which held the arm to the side. Dissections 
and tenotome incisions were disappointing in this; patience 
and rest were sufficient to cure the condition. 


Mr. CHARLES Donatp said he thought the three chief 
faults in local treatmert were the prolonged use of fomenta- 
tions not thoroughly wrung out, incisions before pus was 
present, and the making of small niggling incisions when pus 
was present. No notice should be taken of finger creases 
where incision was required. It was too generally assumed 
that Iymphangitis and cellulitis were of a streptococcal nature ; 
in quite a fair proportion the staphylococcus was the infecting 
organism. Mr. JAMES RUSSELL (Glasgow) also advocated the 
use of the Bier treatment in the early stages and the great 
need for local and general rest. Mr. James HARDMAN 
(Birmingham) said that in fifty out of fifty-two pulp infections 
he had found that one night's loss of sleep meant the presence 
of pus, and that such a criterion for incision was therefore 
not an exception to the rule of waiting for pus. 


Mr. Haro_tp Dopp advocated dry heat applications, the 
value of general rest, and the use of a tourniquet at operation. 
In the rehabilitation of the stiff, blue, cold hand he had 
found the wearing of a thick woollen glove day and night 
of value. The CHAIRMAN emphasized the importance of a 
general anaesthetic, of free and adequate drainage, and of a 
bloodiess field at operation. 


Sir Davin WILKIE, replying, said his disagreement with Mr. 
Kennon’s procedures was probably more apparent than real. 
The surgeon did not see the cases at the period of which Mr. 
Kennon had mainly spoken. He agreed with the remarks 
about sodden hands, and thought that plaster-of-Paris was 
probably not sufficiently used for rest. 


Surgery of the Heart 


Subsequently Mr. L. F. O'SHAUGHNESSY gave a short review 
of the modern surgery of the heart. After dealing with the 
recorded instances of operations for pulmonary embolism 
and stab wounds of the heart, he passed to the curable 
extrinsic causes of cardiac dysfunction. These included dextro- 
and jaevo-cardia acquired by fibrosis from chronic lung and 
Pleural disease, mediastinal tumours causing either direct 
Pressure on the heart or embarrassing the heart by pressure 
on the sympathetic and vagus nerves. Although these extrinsic 
Causes were rare, their occurrence emphasized the need for 
radiological examination in all types of heart disease. Dis- 
Cussing the surgery of the pericardium, he was doubtful if its 
Physiological function was as great as had been believed. The 
Purely mechanical factor of compression was of considerable 
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importance, and timely relief of pericardial exudates gave 
remarkable alleviation. In the late cases of pericarditis it was 
the consistency of pericardial! adhesions rather than their 
extent which determined the degree of cardiac disturbance. 
There were two groups of cases of chronic adhesive peri- 
carditis. In the first group were patients with a large heart, 
visible retraction of the intercostal spaces, and often signs 
of compression of the lower lobe of the left lung. For these 
the operation required was removal of part of the rigid chest 
wall. The second group presented a small heart, oedema of 
the legs, ascites, and an enlarged liver. Actual excision of 
part of the fibrous pericardium, which was encasing the heart 
and impeding the venous return, was required. 

Turning to the surgery of coronary disease, Mr. O’Shaugh- 
nessy said that when an omental graft was used, vascular 
adhesions formed whether the graft was applied to normal 
myocardium or to the site of a recent or even an old fibrous 
infarct. At the Lambeth Clinic they had performed cardio- 
Omentopexy on twenty occasions. Fifteen of these patients 
suffered from angina, and of these five died: one on the table, 
one of uraemia three months after operation, and three of 
heart failure two months after operation. All the others were 
greatly improved. The other five patients had symptoms of 
cardiac ischaemia other than angina. The most successful 
case in this group was a woman suffering from hypertensive 
heart failure. Mr. O'Shaughnessy conciuded by discussing the 
indications for cardio-omentopexy. 


SECTION OF OBSTETRICS AND GYNAECOLOGY 
Friday, July 22 
Chorion-Epithelioma 


During the first part of the concluding session Miss MABeL 
Ramsay (Plymouth) took the chair as Vice-President and a 
paper was read by Mr. James Ruppert (Plymouth) on 
chorion-epithelioma. 

Mr. Riddell said that this condition was always connected 
with pregnancy. In about one-third of cases it followed a 
hydatidiform mole. About 6 to 10 per cent. of moles become 
malignant. Months or even years might elapse before the 
onset of a chorion-epithelioma. The tumour usually occurred 
in the fundus of the uterus, but metastases in the vulva or 
vagina might be the first obvious growths. Secondaries in 
the brain, lungs, and heart showed a tendency to regress. 
Formerly it was customary to carry out a hysterectomy for 
certain cases of mole, but the advent of the quantitative 
Zondek-Aschheim test had rendered this unnecessary. After a 
mole has been evacuated the Z.-A. test should be repeated at 
frequent intervals. It might remain positive up to two months . 
after evacuation of the mole, but more commonly it became 
negative within a few days. It should be remembered that 
curettage in a patient who was bleeding after the evacuation 
of a mole carried with it the risk of wide dissemination if a 
chorion-epithelioma had occurred. It was much better in 
such cases to be guided by the Z.-A. test. If this remained 
positive after removal of a mole then an exploratory hystero- 
tomy was a much safer procedure. Abdominal hysterotomy 
was best done also in cases of moles where the cervix was 
closed and in all cases in which doubt arose. Several inter- 
esting cases were described and discussed. 


Mr. L. Carnac Rivett (London) pointed out that the re- 
appearance of a positive Z.-A. test after a negative one was 
the important point in the diagnosis of a chorion-epithelioma 
following a mole. He also uttered a word of warning against 
too much reliance being placed on a high quantitative result. 
In a case of twins this was found to be positive in 1/100 
dilution. He strongly agreed that it was better to perform an 
abdominal hysterotomy than to curette in cases of doubt. 
Professor J. PRESTON MAXWELL (Peking) remarked that many 
abortions showed more or less hydatidiform degeneration. He 
agreed that a hysterotomy was better in cases of mole where 
the cervix was closed. The Z.-A. test might remain positive 
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for three months after a mole was expelled. It was the re- 
appearance of a positive result which was the significant 
finding.’ 

Investigation of Sterility 


Mr. ALBERT SHARMAN (Glasgow) read a paper on personal 
experiences in the investigation of sterility. He said it could 
be roughly estimated that there were about half-a-million 
sterile couples in Great Britain. Sterility was reckoned by 
German authorities to cause a deficit of 100,000 births each 
year. Only two aspects of the problem of sterility were 
dealt with—namely, anovulation and tubal blockage. In 188 
cases of sterility where endometrial biopsy was carried out 
within five days of menstruation 174 patients had normal 
premenstrual endometria. Thus only 7.4 per cent. of this 
group showed anovulation. A large series of normal and 
abnormal endometria were shown, also photomicrographs 
of daily biopsies on one patient throughout a complete cycle. 
In a series of 309 cases of sterility where the tube was in- 
sufflated it was found that there was complete non-patency in 
40 per cent., a much higher incidence than usually reported. 
The kymographic method of Rubin was utilized for this work. 
The advantages were that the patient did not need to go into 
hospital and also a permanent record of the case was 


obtained. Lipiodol was a most useful adjunct in diagnosis. . 


Several interesting charts illustrating various forms of tubal 
contraction were shown. 


Professor J. PRESTON MAXWELL (Peking) said that he had 
used the kymographic method for two years, and although 
very satisfied with it he thought that lipiodol was quite as 
important in that it showed the exact location of the blockage, 
which was important when operative measures were being 
considered. Professor F. J. BRowne also preferred the use of 
lipiodol, which was inserted by the radiologist. He thought 
true anovular menstruation was exceedingly uncommon and 
had never discovered a true case in a woman bleeding at 
regular monthly intervals. 


Hormone Therapy in Gynaecology 


Dr. M. Boycotr (London), in a paper on this subject, said 
that the hopes that were entertained of successful hormone 
therapy had not been realized, and all treatment employed 
was only a form of substitution therapy with all its disad- 
vantages. In primary amenorrhoea the production of* 
cyclical bleeding was justifiable only as a means of correcting 
the patient's mental and physical under-development. In 
secondary amenorrhoea with pituitary failure there was no 
certain method of pituitary stimulation, but giving the patient 
small doses of oestrone was harmless and often successful. 
Patients showing early myxoedematous failure were those who 
responded best to treatment. He did not consider it justifiable 
to attempt to re-establish regular bleeding in patients with 
ovarian failure, and it was unnecessary to treat amenorrhoea 
with a psychological cause by hormones, as it was usually 
spontaneously corrected. To avoid further depression of the 
pituitary intermittent oestrone therapy must be used, and the 
dose of oestrone. which was all given in the first half of the 
cycle only, could be regularly diminished. Treatment with 
progesterone would shorten the duration of menorrhagia of 
puberty, but he had found both progesterone and luteinizing 
hormone ineffective in menopausal menorrhagias and in 
metropathia haemorrhagica. The treatment of habitual 
abortion with progesterone, though it had no rational basis, 
was often successful when begun as soon as the Friedman 
test was positive. An attempt was being made to correlate 
a low gonadotropic hormone production with this condition, 
Hormone assay was a lengthy business, but Dr. Boycott felt 
it was desirable as a method for the direction and control of 
treatment. It limited the number of cases dealt with and a 
long time must pass before sufficient material would accu- 
mulate to allow any dogmatic statement on treatment or 
progress. 

Dr. James RIDDELL (Plymouth) referred to the difficulties 
of hormone therapy in panel practice. The cost of hormones 
was so high that it was impossible to treat all cases. The 
problem of hirsutes in the female was a difficult and tragic 


one, and the results of oestrin therapy in these cases were apt: 


to be disappointing. Dr. S. M. Davipson (Plymouth) 
described a very interesting case of extreme hypoplasia treated 


by oestrin. Treatment had resulted in the growth of the . 


uterus, Vulva, and breasts with a marked improvement in the 
mental state of the patient. Dr. Batty (Plymouth) mentioned 
that the use of oestrin was often very beneficial in mental 
involutional states. 


SECTION OF ORTHOPAEDICS AND FRACTURES 
Friday, July 22 
Fractures involving the Knee-joint 


With the President of the Section, Mr. C. M. KENNEDY 
(Plymouth), in the chair, Mr. H. OSMOND CLARKE (Man- 
chester) opened the discussion on fractures involving the 
knee-joint, excluding the patella. 


Mr. Clarke thought it likely that these fractures, hitherto 
uncommon, might soon be seen more frequently, as_ the 
commonest cause was a blow from the bumper (American, 
fender) of a motor car. At Manchester it was found that 
this group constituted 0.67 per cent. of all fractures: ninety- 
four cases had been observed during a period of eight years 
—twenty in the femur and seventy-four in the tibia. The 
femoral condylar fractures gave little trouble, fifteen of them 
being mere cracks and none of them comminuted. Fractures 
of the tibial spine, of which there were fifteen, occurred in 
patients between the ages of 10 and 19. The fragment was 
torn away by the anterior cruciate ligament; strain on the 
ligament occurred not, as was usually supposed, in hyper- 
extension of the joint but by the femur being driven back- 
wards on the tibia with the knee in a position of flexion. 
Closed reduction was always possible, and the joint was held 
by plaster in full extension for from six to eight weeks. The 
béte noire of knee-joint fractures, and, unfortunately, the 
commonest of them all, was the fracture of the tibial 
tuberosity. In five cases both tuberosities were broken, in 
four the medial, and in forty-eight the lateral. These fractures 
occurred in people round about the age of 50, an age when 
agility in “ jay-walking” tended to decrease. It was not 


surprising to find a predominance of lateral tuberosity. 


fractures, for this was the exposed side of the leg, and a 
blow falling antero-laterally caused abduction of the tibia on 
the femur and splitting or fragmentation and depression of 
the lateral tuberosity. The spreading (vertical split) type of 
fracture presented no particular difficulty, replacement by 
compression with a redresseur followed by plaster fixation 
being sufficient. There was nothing to suggest that the 
external meniscus was ever an obstacle to reduction. A large 
depressed fragment called for operative replacement, with as 
little disturbance as possible of the neighbouring ligamentous 
and tendinous attachments. The difficulty came in dealing 
with the relatively frequent cases in which the lateral tuberosity 
was pulped as well as depressed—presumably due to the 
fibula being driven medially. Open operation was disappoint- 
ing, for one found a mass of fragments of articular cartilage 
and bone. Adduction of the tibia and compression of the 
fragments, in the hope that some sort of plateau would 
re-form, was probably the best treatment. Since there was no 
hope of producing a smooth surface for articulation with the 
lateral femoral condyle the lateral meniscus ought certainly to 
be preserved. 

Mr. CHARLES E. KINDERSLEY (Bath) described a method of 
dealing with the difficult fractures of the tibial tuberosities. 
He pointed out that comminution of the lateral tuberosity 
was followed by a scattering of fragments not only laterally 
but anteriorly and posteriorly. For this reason he advocated 
circular compression at the site of fracture. After applying 
traction to the limb through a pin transfixing the os calcis, he 
elevated any obviously depressed fragments with an instru- 
ment inserted through a puncture wound. Circular com- 
pression was then achieved with a rubber bandage applied 
from below upwards; this squeezed the fragments up into 
place. A few blows with a heavy hammer disengaged any 
half-impacted fragments and allowed the bandage to squeeze 
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them into place. Remarkable reconstruction of the tibial 
plateau had been obtained by this method, and the end- 
results in the first three cases were excellent. 


It was also the experience of Mr. A. M. A. Moore that 
fractures into the knee-joint were relatively uncommon. In 
a series of 6,106 fresh fractures he had found only thirty-one, 
of which one-third were femoral and the remainder tibial. 
He dealt with the femoral condylar fractures by pin track 
through the upper end of the tibia, aspiration of the enormous 
effusion that so often was present, and replacement of the 
fragment either manually or with a redresseur, or, in a 
difficult case, by inserting the point of a Steinmann’s pin and 
levering the fragment into position. After subsidence of the 
swelling a plaster was applied for a period of about eight 
weeks. The immediate results of this treatment were gratity- 
ing, but it remained to be seen whether osteo-arthritis would 
develop later. 

A New Technique 


Professor JosePH S. Barr (Boston, Mass.) described an opera- 
tion which was of value for fractures of the lateral tuberosity 
of the tibia where there was a cortical fragment of some size. 
The knee was rested for ten days after the patient was 
admitted and then explored through an antero-lateral incision. 
The lateral meniscus, which was usually damaged, was 
removed ; the origin of the anterior tibial muscles was reflected 
from before backwards until the anterior fracture line was 
reached. The lateral fragment was displaced outwards, and 
such smaller fragments as might be present were built up to 
form a reasonably smooth joint plateau. The lateral frag- 
ment was replaced and held in position by means of a 
Sherman bolt passed through to the medial surface, where; 
through a separate small incision, a nut was screwed on. 
Betore the wound was closed the knee was flexed and the 
lateral joint surface of the tibia inspected. After immobiliza- 
tion tor one week active movements were permitted in a 
hinged Thomas splint. Six cases had been treated by this 
method and the results were gratifying. 


Mr. K. H. Pripit (Bristol) had been able to treat malunion 
of a femoral condylar fracture by open replacement of the 
fragment and fixation with a Sherman screw. For fractures 
in the region of the knee generally he preferred traction and 
early movement to fixation in plaster. A troublesome and 
apparently inexplicable sequel of these injuries was paintul 
hyperaesthesia over the upper end of the tibiae. Mr. S. T- 
Irwin (Belfast) had also had difficulties with depressed frac- 
tures of the lateral tuberosity of the tibia, and he was 
grateful to Dr. Barr for describing a satisfactory method for 
open reduction. Mr. CLARKE, in reply, said he thought that 
Kindersley’s method was probably the best where comminu- 
tion was the chief feature of a fracture of the lateral tibial 
tuberosity, and Barr's operation where there was a_ fairly 
large fragment. He, too, had seen patients with troublesome 
hyperaesthesia over the upper end of the tibia, and he sus- 
pected that it might be due to minor damage to the external 
popliteal nerve. 

Acute Poliomyelitis 


A paper on the diagnosis and treatment of acute polio- 
myelitis was read by Miss Maup E. Forrester-Brown (Bath). 
The time was overdue, she said, for us to appreciate that this 
disease should be borne in mind whenever a child was seen 
in the early stages of a febrile illness. Such local signs as 
abdominal pain and diarrhoea might herald the onset of the 
disease, and it had recently been observed that transient 
effusion in a joint might be an early sign. A most valuable 
account was given of other early signs, particularly those that 
led to establishing the diagnosis. Splints rather than plaster 
were recommended for a position of physiological rest for 
muscles. Serum and electrical treatment were of no known 
value. The paper was discussed by Mr. D. O. Brown 
(Melbourne) and Dr. L. O. Berrs (Adelaide). Mr. H. O. 
CLarke (Manchester) asked if there was any harm in moving 
the joints of a paralysed limb once a day in order to avoid 
Stiffness ; the speaker answered that it was her regular 
Practice, and she thought that its effects were entirely 
beneficial. 


THE SECTIONS: SUMMARY OF PROCEEDINGS 


Mr. Georrrey J. Litcie (Exeter) reported the results of eighty- 
two spinal manipulations. In the majority the cemplaint was 
one of pain in the lumbo-sacral region. In fifty-seven cases 
there was an abnormality of posture, and radiographic 
evidence of arthritis in seventeen. The results were, on the 
whole. not dramatic. Pain was relieved immediately in eleven 
cases and after an interval in twenty-four ; there was improve- 
ment in twenty-eight and no change in nineteen. Observations 
made by Burrows and Coltart on a series of cases treated at 
St. Bartholomew’s Hospital led to similar findings. The con- 
clusion was that manipulation for pain in the back not due 
to serious organic trouble was a valuable procedure though 
by no means a panacea. 


Mr. H. J. SEDDON read a paper on the diagnosis of early 
tuberculous arthritis of the knee by examination of an inguinal 
lymph gland. Positive findings were obtained in fourteen out 
of seventeen undoubted cases of tuberculous disease. In ten 
cases subsequently shown to be non-tuberculous uniformly 
negative examinations were reported. The value of the 
method was chiefly in its simplicity, though a negative finding 
did not, unfortunately, exclude tuberculous disease. 


SECTION OF PUBLIC HEALTH 
Friday, July 22 


Development of the Hospital System 


With Dr. T. Person (Plymouth), a Vice-President, in the 
chair, a discussion on the future development of the hospital 
system was opened by Mr. R. H. P. Orbe (honorary secretary, 
British Hospitals Association), who dealt with the subject 
from the viewpoint of the voluntary hospitals, and Dr. _ 
A. S. M. MacGreGcor (Glasgow), who spoke from the point of 
view of the municipal hospitals. Their -papers will appear in 
the Supplement to this Journal in due course. 

Dr. W. S. Macponatp (Leeds), who spoke from the view- 
point of the general practitioner, said that the general practi- 
tioner was the Cinderella of the hospital system so far as 
hospital boards and consultants of the large general and 
teaching hospitals were concerned ; the cottage hospitals still 
recognized that the general practitioner was essential to their 
existence. He supported the view that the central hospital of 
the future should be used almost entirely for consultation and 
diagnosis. and that treatment should be relegated to places 
where accommodation was not so precious. In the field of 
medicine and midwifery the experience of the general practi- 
tioner should be conserved by using him as a clinical assistant 
under the guidance of consultants; the patients’ interests 
would be better served in this way, and the hospital service 
would become a more personal one. The services of the general 
practitioner should be used to deal with the problem of the 
chronic and subacute cases in hospital practice. He hoped 
that in the future the fields of research would not be limited 
to academic centres. 


In his unavoidable absence Dr. T. N. V. Portts’s paper, 
giving the point of view of a county medical officer, was read 
by Dr. E. HuGHes. Dr. Potts discussed the extent to which 
new general hospital beds appeared to be required, as this 
was a matter of great importance not only to the local authori- 
ties but to the voluntary hospitals. He said that extension 
should not be undertaken in a haphazard manner, but should 
be based on a considered policy, the local authority and the 
Voluntary institution having constant regard to each other's 
programmes. Most hospital boards and local authorities in 
planning new hospitals were influenced to a great extent by 
finance, by the hospital waiting lists—an unreliable criterion— 
and by the variable information obtained as to pressure on 
beds in existing hospitals. He then gave figures showing the 
number of beds per 1,900 of the population and the contem- 
plated extensions of sixteen county boroughs (population 
200,000 to 400,000), and concluded from these figures that this 
country was very much behind others in the provision of 
hospital beds. In his opinion on an average no less than 
six general hospital beds per 1,000 of population were needed 
to cope with the present-day toll of ill-health. He emphasized 
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the necessity for considermg the extent to which such new 
general hospital beds should be provided by the local authority 
on the one hand and by the local voluntary hospitals on the 
other, and described the action taken in this respect by the 
West Riding County Council. 


General Practitioner Visiting Staffs 


Dr. S. W. SwINDELLs (Grimsby) commented on the increas- 
ing number of patients passing from the general practitioner 
to the whole-time hospital official. A policy must be adopted 
that would resuit in a hospital system under which the general 
practitioner, as one of a team, would take, not send, his cases 
into hospital, using what specialized assistance was necessary 
or available. Apart from those cases admitted for specialized 
investigation or treatment, there were many which were sent 
into hospital because the doctor could not observe, investigate, 
or treat them in the patients’ homes, though such care might 
be well within his province. A practitioner visiting staff 
would be financially economical compared with a whole-time 
salaried resident staff. Dr. C. LANDER (Gillingham, Dorset) 
drew a parallel between the voluntary hospital to-day and the 
voluntary schools in 1820. Voluntary education was super- 
seded by State education, and he thought that the voluntary 
hospital system would not long survive. He commented on 
the term “ voluntary,” when in most cases a charge was made 
for treatment. He did not like the idea of an essential 
service being dependent on charity, and was in favour of a 
State service. Mr. J. ARMSTRONG (Ballymena) declared that all 
the speakers had confirmed his belief that national health 
should be a primary charge on the national resources. Isolated 
efforts to provide for national health (voluntary hospitals, 
municipal hospitals, etc.) hindered full recognition of this. 
The logical thing was a system of State hospitals, which would 
absorb all types of institutions and lead to elimination of over- 
lapping and to standardization of methods, etc. With good 
will the doctor in charge of a district hospital could make 
that hospital a centre of contact for the members of the 
profession. 

Dr. D. SAGE SUTHERLAND (Manchester) referred to the place 
of the infectious diseases hospital, and advocated a scheme of 
regional co-ordination of fever hospitals. He felt that in this 
way opportunity would be afforded for retaining the medical 
staff and the more highly skilled members of the nursing staff 
for a longer period in the fever hospital service. Dr. W. 
ASTEN (Bournemouth) said he was mainly concerned with the 
administrative aspects of the question. The Voluntary Hospital 
Commission had indicated that the voluntary and the muni- 
cipal hospital must work side by side. He was in favour of 
full co-operation in hospital administration. He commented 
on the disparity in various areas between hospital accommoda- 
tion in relation to population. 


Dr. C. E. S. FLEMMING (Bradford-on-Avon) thought that the 
voluntary hospitals would not last long—in spite of the public 
desire for their continuance—if they did not do all they could 
to co-operate with the municipal hospital service. The general 
practitioner was the backbone of medical practice, but in the 
hospital service he was a backbone without ligaments or 
muscles; he was, however, essential. Dr. Flemming com- 
mented on the lack of facilities outside hospital for the newly 
qualified man to carry into practice the high standard of 
technical clinical knowledge he had acquired in the training 
schools, and his professional hopes and ambitions were 
destroyed. He declared that the general practitioner should be 
provided with institutional beds somehow or other, otherwise 
his clinical knowledge and technical training would in part 
be wasted, and the public denied the full benefit of medical 
skill to which they were entitled. 


Dr. W. ALLEN DALEY, President of the Section, emphasized 
the importance of full co-operation between the voluntary and 
municipal hospitals. Before providing new accommodation 
there should be mutual consultation. He deprecated the ten- 
dency of voluntary hospitals to find the capital for new beds 
without making adequate provision for cost of main- 
tenance. In connexion with the regional provision of hospitals, 


he suggested that the same area should be covered by both 
public health services and general hospital services, and 


advised that the hospitals should be used so far as possible 
to provide the various clinic’ services of the public health 
departments. Except for fever hospitals and sanatoria. the 
special departments—maternity, ophthalmic, etc.—were better 
as sections of a large general hospital than as separate self- 
contained entities. Finally he referred to modern develop- 
ments in the treatment of acute infectious disease. and the 
prevention of cross-infections, and expressed the view that it 
was impossible to do justice to the patient in a small fever 
hospital. In that field of work regionalism was essential. 


SECTION OF PHYSICAL MEDICINE 
AND EDUCATION 


Friday, July 22 (at Torquay) 
The Basis of National Fitness 


With the President, Dr. A. E. Carver (Torquay) in_ the 
chair, Professor E. P. CatuHcart (Glasgow) read a paper on 
the physiological approach to national fitness; his paper 
appeared in the Journal of August 6 (p. 273). 

Mr. A. E. Porritt, speaking on fitness and the average man, 
defined fitness as a state of being well adapted. The average 
man had so far failed to react to the National Fitness Cam- 
paign, which had been launched at a difficult time, but the idea 
was lying fallow for a period, as did most new ideas in 
this conservative country. The next move must necessarily 
rest mainly with the general practitioners, and consist of 
gradual education of interest in personal fitness, housing, 
children’s recreations, physical training under medical super- 
vision, and, particularly, social recreation out of doors. He 
suggested that every branch of the B.M.A. should have one 
meeting with a qualified speaker to discuss the best method 
of stimulating interest, and that every practitioner should 
inquire into the recreations of his patients. Fitness depended 
on what a citizen did to and for himself. 

Dr. L. P. LockuHart (Nottingham), discussing fitness and the 
industrial worker, said that the essentials were good manage- 
ment, good leadership, and good wages. Work could be 
looked upon as a form of occupational therapy, and pride of 
craft was essential to contentment. He then outlined various 
subjects deserving study in relation to industrial workers— 
for young persons, medical supervision, protection from ex- 
posure, and acquisition of specific skill; for women, proper 
footwear, proper midday meals, and abolition of the “no 
breakfast” habit; and for the industrial worker generally, 
protection from noise and dust, suitable working clothes, 
family allowances, Sunday games, and the provision of 
creches. 

Physique of Recruits 


Major-General H. H. A. Emerson, Director of Hygiene. 
War Office, spoke on fitness and the Services. Any man of 
suitable age was accepted as a recruit unless suffering from a 
serious incurable defect, and only 2 per cent. were later dis- 
charged on medical grounds. During their first three months’ 
training they usually gained about 9 Ib. in weight, one-third 
of an inch in height, 16 per cent. increase in power of grip, 
and were smartened up in every direction. Each man was 
watched as an individual, and special corrective exercises 
employed as required. Both satisfactory environment and 
education were necessary to produce fitness, and both were 
present at the training depot. 


Fitness and the Marine Health Resort 


Sir Henry Gavvain (Alton), discussing fitness and_ the 
marine health resorts, said the health of residents at marine 
health resorts tended to become stabilized at a normal level, 
but to the visitor the sea was a strong stimulus, increasing the 
basal metabolic rate very greatly. A normal individual should 
take his holiday in August, and the benefit would carry him 
well into the winter. In the early spring the body received 
the stimulus of increased light, and this stimulus continued 
until about June. After that there was a tendency to stagna- 
tion, and by August a further stimulus was desirable. A few 
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normal individuals. however, refused to react and they usually 
disliked the sea and were better elsewhere. Sea _ bathing 
itself, if followed by a glowing feeling, was most beneficial, 
but it should not be overdone in the early stages and by 
those whose reaction was poor. <A bathe was followed with 
advantage by warmth, friction, and sunlight. Sir Henry 
preferred to have the very sick and children under 5 years 
for an initial period at Alton before moving them to Hayling 
Island, because if they were over-stimulated their appetite 
might increase, but their digestion could not cope with the 
food. They lost weight, became irritable, and often ran a 
slight fever. 

Dr. J. INGLIS CAMERON (Glasgow) stressed the psychological 
aspect and demonstrated the value of elliptical movements to 
produce suppleness rather than strength. Surgeon Lieutenant- 
Commander L. J. Corsett, R.N. (Portsmouth), stated that in 
the Navy the medical officer was paid to keep men fit. Not 
enough stress was laid on the correct starting position for 
exercises. In his experience javelin throwing was the most 
efficacious method of producing the perfect female figure and 
poise. He was astonished at the rapid improvement in the 
physique of recruits under training, and the increase in 
exercise tolerance and vital capacity. Ten minutes in the 
open air was the routine spell of physical training, but medical 
supervision and graduation of exercise were most essential. 
Profesor W. P. KENNEDY (Baghdad) pleaded for education of 
the public on the working of the body and in simple 
physiology. 

Dr. B. V. Dunn (Torquay) had noticed more obstetrical 
difficulties in the extremely athletic mother than in the average 
woman. Dr. DoREEN NIXON (Bristol) said she found lectures 
on personal hygiene were more popular than those on general 
hygiene. Cold bathing was of no harm during menstruation 
if followed by a glowing reaction. Dr. K. R. C. HaLLowes 
(Torquay) stressed the importance of making patients feel 
they were improving, and hence the value of occupational 
therapy in conjunction with physiotherapy. He advised 
women not to bathe in the sea the day before and the first 
day after menstruation. Sea air was of value without sun 
and therefore shelters were to be recommended. 

Dr. A. R. NELIGAN (Droitwich) mentioned the importance of 
posture training. and the fostering of pride in position and 
use of the body. He advocated the use of a badge in schools 
to mark those who had attained good poise. Dr. A. E. 
CarVER (Torquay) emphasized the necessity for the individual 
having a will to be fit: this needed gradual education. He 
belicved that a custom of regular medical overhaul would 
destroy the lay fear of this ordeal. He advocated two meals 
a day for many older people. 


SECTION OF MEDICAL SOCIOLOGY 
Friday, July 22 
Co-operation in Public Health 


With Professor CHARLES SINGER, President, in the chair, Sir 
WILLIAM WILLCOX opened a discussion on “Co-operation in 
Public Health Administration.” His paper was in part a 
recapitulation of his arguments in opening a similar discussion 
recently in the Kensington Division (Supplement, July 2, 
p. 6). The medical officer, he said, must be supreme, but he 
needed the close co-operation not only of specialist experts 
but of the general practitioners of his district. Co-operation 
would be facilitated by the appointment of a consultative 
medical advisory committee consisting of representatives of 
the local practitioners, the medical officer of health to be 
chairman. At post-natal, child welfare, and immunization 
centres, to take these as examples, there were many oppor- 
tunities for the general: practitioner to be of enormous help, 
and it was important that practitioners, consultants as well 
as general practitioners, should equip themselves for their 
responsibilities. With regard to the consultation on hospital 
services as laid down by Section 13 of the Loca] Government 
Act, 1929, he drew attention to the lead given by London, 
Manchester, and Liverpool. Everything possible should be 


done to close the gulf which had existed between municipal 
and voluntary hospitals. 


- Position of the M.O.H. 


Professor R. M. F. PickEN (University of Wales) said that 
if the issue were simply co-operation between medical ofi-cers 
and private practitioners it would be easily adjusted. They 
were all trained in the same school, spoke the same language, 
and tended to fraternize. But the officer was part of a 
machine which he must strive to make efficient. If his 
authority determined that things were to be done in a certain 
way he must loyally see that that was done, even though the 
method was not generally acceptable to his profession. It 
was unthinkable that he should conspire with his medical 
colleagues to undermine the decisions of his council. Parlia- 
ment had placed on local authorities an increasing burden 
of clinical responsibility, often the result of propaganda by 
the profession itself, all of which was making it increasingly 
difficult to draw a clear-cut line between the province of the 
medical officer and that of the general practitioner. If medical 
benefit had covered dependants from the beginning some of 
the departmental activities might never have been necessary. 
The atmosphere of suspicion created by these modern develop- 
ments could be made less fiery by any means which would 
foster co-operation between medical officers and the rest of 
the profession. The most valuable of the existing arrange- 
ments for such co-operation was the inter-representation, 
central and local, between the executive bodies of the Asso- 
ciation and the Society of Medical Officers of Health. 


The General Practitioner and Midwifery 


Dr. J. A. BROWN (Birmingham) said that it was not realized 
by medical officers of health and the authorities which 
employed them that every doctor working on a contract basis 
was an assistant medical officer. The difference was that the 
medical officer as commonly understood aimed at individual 
health through communal health, and the general practitioner 
at communal health through individual health. The obvious 
machinery for local co-operation was the British Medical 
Association through the Divisions, the boundaries of which 
were usually coterminous with those of the local authorities. 
It would not be a difficult thing for the local authorities to 
hand over to the general practitioner all the purely medical 
work done for expectant mothers at the ante-natal centre; 
this work could be done at the surgery or at the patient's 
home, the welfare centre being available as a consultation 
clinic in difficult cases. In return the general practitioner 
must be prepared to fill in gaps which might exist in his 
knowledge of ante-natal and post-natal care and to perfect and 
carry Out an ante-natal scheme in conjunction with, and to 
the satisfaction of, the medical officer of health. The proper 
adviser for the expectant mother and the best attendant at 
confinement was the patient's own doctor. 


Co-operation in Practice 


Dr. G. N. GepsBie (M.O.H., Hull) gave instances of co- 
operation in his locality. Most of the members of his staff 
were members of the British Medical Association, and he 
himself was on the council of the East Riding Branch. In 
areas where co-operation with the British Medical Association 
existed there was no need for the appointment of a special 
medical committee to deal with a sudden public health 
emergency. The health administrator was now asking himself 
whether the passing of the Physical Training and Recreation 
Act did not inaugurate a new epoch. In the past the endea- 
vour had been to make healthy the unhealthy ; in the future 
it must be to make the healthy fully efficient. This new phase 
meant a changed outlook for the public health administrator 
and for the general practitioner also. Co-operation of the 
whole profession was essential if it was to lead, as it should, 
the movement towards positive health. The public heaith 
administrator must realize that he was, first and foremost, a 
medical man and a member of a great profession. The 
general practitioner, although a member of one of the most 
individualistic of professions, must envisage the community 
and not the individual patient as the unit. 
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Difficulties in Co-operation 

Sir Kaye Le FrLeminc (Chairman of Council) drew 
attention to some outstanding difficulties in bringing about 
co-operation. In his belief a large number of public health 
authorities did not know they had any power to co-operate 
at all. Many authorities failed to realize how deeply under- 
lying many of their problems was a medical issue. Some 
local health authorities were extremely unwilling to have 
doctors sitting on their committees. Their members often 
knew really nothing about health, they relied on their medical 
oilicer, and did not mind exposing their ignorance to him, 
but they did not want other medical men sitting with them. 
Perhaps also they disbelieved that the general practitioner 
was in a position to supply them with information and help. 
There were faults upon the general practitioners’ side also. 
He would not apportion the blame for the lack of the spirit 
ef co-operation which prevailed. The root cause was that the 
medical student in his education was never taught anything 
of his responsibilities towards members of his own profession. 
He looked forward to the day when those responsible for the 
training of medical students would say to them, “ When you 
go out into practice you have no right to sit alone in your 
own little circle seeing how much money you can make by 
attending patients who are ill. You will remember that you 
have duties to the profession as a whole, to the public as a 
whoie, and to the State.” 

Dr. PETER MacponaLp (York) did not share the pessimism 
of the last speaker. Many of those who had been concerned 
for some time with the relations between the profession and 
representatives of the local authorities believed that the 
atmosphere of suspicion had practically disappeared so far as 
general practitioners and medical officers of health were con- 
cerned, had largely disappeared as between the profession and 
the Ministry, and was disappearing rapidly as regards the 
relations between the profession and the local authorities. 


Dr. J. W. Bone (Luton) said that he had spent a goed deal 
of time trying to get established a scheme of pathological 
services in his locality with a laboratory in the hospital, but 
after long discussions with the authorities they had insisted 
on a laboratory in the basement of the town hall. In regard 
to maternity services the aim seemed to be to get nearly all 
the cases into maternity hospitals with whole-time officers, 
with specialists perhaps coming from thirty or forty miles 
away, while men who had spent their whole career doing 
midwifery had no place in the scheme. Would it be deemed 
the acme of co-operation for the private practitioner to commit 
suicide? 


A Lay View 


Councillor H. M. MepLanp (Plymouth), a Vice-President 
of the Section, said that he felt as if he had come into a 
syndicalist society of people who believed in the profession 
running everything themselves. In Plymouth, on setting up 
a municipal hospital, they had been extremely anxious to get 
the co-operation of everybody concerned. Representatives of 
the medical committee of the voluntary hospitals said that 
they would be delighted to help, which they did by asking the 
municipal hospital first to take all the chronic bronchitis cases, 
then the very bad rheumatic cases, then the cases of advanced 
cancer. That was the sort of co-operation they offered. His 
experience of pathological departments was that it had never 
been possible to make them “go™ until the public health 
committee had been induced to foot the bill by more than 
half. In maternity and child welfare services the doctows had 
“ missed the boat.” He did not see why doctors should expect 
to be co-opted on public health committees without going 
through the hurly-burly of popular election. The voluntary 


hospitals would fail unless they had municipal assistance, and 
if they took such contributions they must expect to concede 
representation on their management. 

Dr. T. Ruppock-West (M.O.H., Norfolk) said that in his 
area co-operation was very much in evidence. 
knew practically every general practitioner. 
weifare work was done by general practitioners. 


He himself 
Almost ail the 
There was 


no difficulty about co-option on committees. He believed in 
continuity ; the same practitioner so far as possible should do 
the ante-natal work and the maternity and child welfare work. 
Dr. Letitia FAIRFIELD said she had been an official throughout 
her career, but never a bureaucrat. The patient’s welfare was 
the crucial test. Dr. J. BENNETT (Warrington) said that he had 
been eighteen years in the public health service, but his bias was 
in favour of the general practitioner. At the same time, in 
working maternity and other schemes, practitioners were not 
always above reproach. He instanced a maternity home 
intended for difficult cases but to which practitioners sent 
many normals. 

Sir WittiaM WILLCOX, in reply, said that he was in favour 
of co-option of medical men on subcommittees but not on 
the councils themselves; for such seats they should run the 
gauntlet of popular election. He hoped the outcome of the 
discussion would be that the Branches and Divisions would 
get into communication with medical officers of health in 
their different districts and talk the matter over as to how 
co-operation could best be brought about. Professor PICKEN, 
also in reply, said that while co-operation was an admirabie 
word so much time could be spent in trying to work out 
methods that the spirit of the thing faded away. The solution 
of the whole problem would be found in that admirable 
document—" Proposals for a General Medical Service for the 
Nation.” 

Mr. R. R. BLreweti of St. Day, Cornwall, addressed the 
Section on “Some Medical and Social Changes in a Derelict 
Mining Area.” A report of his remarks and some comments 
thereon appeared in the Journal of August 6 (p. 293). 


SECTION OF OPHTHALMOLOGY 
Friday, July 22 
Corneal Transplantation 


With Dr. C. B. F. Tivy (Plymouth), a Vice-President, in the 
chair, Mr. J. W. Tupor THomas (Cardiff) read a paper on 
corneal transplantation, giving results of fifty-six operations 
on forty-eight eyes, a series extending over nearly eight 
years and showing 65.2 per cent. of successes. If only cases 
that could be regarded as favourable from the operative point 
of view were considered 92.3 per cent. of sucgcesses were 
obtained. Since 1936 he had used a modified technique, and 
the results on a comparable basis were better; all favourable 
cases were successes. 

Sir Stewart and Mr. H. CatGer (Sheffield) 
expressed their gratification at the results, and Mr. A. RUGG 
GuNN related his personal experiences with one case of corneal 
grafting. 

Pathology of Glaucoma 


The President, Sir Stewart DUKE-ELDER, took the chair 
to introduce Professor K. Wessety of Munich, who read a 
paper on some special problems in the pathology of glaucoma. 
He drew attention to the difficulties in diagnosing glaucoma 
in high myopia. The appearances of the disk in myopia 
tended to mask cupping, the attenuated sclera interfered with 
tonometer readings, and choroidal atrophy with the mapping 
out of field defects. These difficulties could be overcome by 
stereoscopic ophthalmoscopy, repeated tonometry, and special 
care with perimetry. He described in some detail thirty-one 
cases of glaucoma in mvyopes, mostly of 10 to 20 D. More 
important than the recognition of the fact that glaucoma 
occurs in myopes was the fact that myopic eyes were 
especially predisposed to it. In anisometropia glaucoma 
tended to occur in the myopic eye only, and there seemed to 
be a special predisposition in myopic eyes with aphakia. He 
drew attention to a transient acute glaucoma frequently seen 
two to six weeks after operation for cataract in myopes, and 
urged the sparing use of mydriatics in the post-operative treat- 
ment of such cases. Theoretically there was some basis for 
the view that high myopia was a kind of buphthalmos. 
Another group of glaucomatous conditions that he discussed 
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was the rise of tension seen in haemorrhagic studies of the 
eye. The old view that the glaucoma was secondary was 
probably not valid. It was more likely that the two processes 
had a common factor. 

The PRESIDENT emphasized the points brought out by Pro- 
fessor Wessely, who, he said, had brought a wide philosophical 
outlook to the problems of glaucoma. Too much influenced 
by the teachings of Priestley Smith. ophthalmologists tended 
to overlook glaucoma in myopes. It was well to recognize 
that glaucoma was not one disease but a symptom of a variety 
of conditions, and that blockage of filtration was not the 
only cause. Professor A. J. BALLANTYNE (Glasgow) suggested 
that the glaucoma of high myopia might be secondary to 
chronic uveitis, itself a part of the myopic process. Dr. 
Mark GARDNER (Melbourne) gave the details of a case which 
supported the views of Professor Wessely as to the association 
of the glaucomatous processes with vascular disturbances. 
Mr. W. S. Burr (Plymouth) had found that a glaucoma 
iridectomy prior to lens extraction in high myopia avoided the 
complications of glaucoma. In regard to glaucoma associated 
with arteriosclerosis, he held that such patients were unsatis- 
factory subjects from the general point of view. 


Contact Lenses 


Mr. A. RuGG Gunn read a paper on the Contact Lens 
Centre: its purpose and policy. He explained the workings 
of the centre, which was now responsible for some of the 
finest work in this field. It was not run on any profit-making 
basis ; such surplus as was likely to be accumulated would be 
utilized to further the training of people for this work, for 
a Samaritan fund. and to encourage further research. These 
activities were under the supervision of an advisory committee 
consisting of some of the leading figures in ophthalmology. 
Miss IDA MANN stressed the value of the centre as a research 
base. Others who took part in the discussion were Mr. W. S. 
Burr (Plymouth). Mr. J. M. BicKERTON, Dr. MARK GARDNER 
(Melbourne), and Dr. C. B. F. Tivy (Plymouth). 


Miss Iba MANN showed a number of patients wearing 
contact lenses, both of the Zeiss pattern and individually fitted. 
The patients illustrated the conditions for which such lenses 
could be used: high myopia. monocular aphakia, keratoconus, 
corneal scarring. and high hypermetropia. There was good 
tolerance in all cases, some patients wearing the lenses up to 
fourteen hours a day. and showing improvement in visual 
acuity over ordinary spectacles. 


Vital Staining of the Fundus 


Mr. ARNOLD SorsBy, in a paper on vital staining of the 
fundus, gave an account of the experimental work that he and 
his colleagues had conducted to establish the clinical possi- 
bilities of vital staining in ophthalmoscopy. The difficulties 
that had to be overcome were the blood brain barrier and the 
toxicity of vital dyes. When staining of the brain was 
obtained experimentally no retinal staining could be seen 
owing to the reduction of the dye to the Jeuco-base. In rabbits 
with retinal degeneration produced experimentally retinal 
Staining was always present. The preliminary clinical use of 
this procedure had established its feasibility, and had shown 
this to be possible in a variety of conditions, of which the 
localization of holes and retinal detachment was an example. 
Mr. J. W. Tupor THomas (Cardiff) and Sir Stewart DUKE- 
ELDER asked about the possibility of avoiding general staining 
by using the dye locally. In reply Mr. Sorssy stressed the 
difficulties and uncertainties yet to be overcome. 


Mr. A. L. CaNDLER (Exeter) read a paper by himself and 
Mr. N. L. CapENER (Exeter) on the avian nictitating membrane. 
After briefly describing the anatomy and histology of this 
structure they showed that the membrane was protective, and 
also that certain birds, such as ducks and penguins, completely 
closed the membranes when under water and saw clearly 
through them. Photographs taken through the membrane of 
ducks were shown. This profusely illustrated paper was 
discussed by the PresipeNT, Mr. A. RUGG Gunn, Mr. R. W. 
Payne (Plymouth), and Mr. J. M. BICKERTON. 


EXHIBITIONS OF FILMS AND RADIOGRAPHS 


A most interesting addition to the Scientific Sections at the 
Annual Meeting at Plymouth was a show of cinema films, 
mainly in colour, which was given on the afternoons of Wed- 
nesday, Thursday. and Friday, July 20, 21, and 22. The full 
list of films. which were projected by Kodak, Ltd., with the 
name of the demonstrator, was as follows. In the Section 
of Gynaecology and Obstetrics: ‘“ Resuscitation of the New- 
born.” Dame Louise Mcllroy. Section of Medicine: 
“Parenteral Liver Therapy in Subacute Combined Degenera- 
tion of the Cord ™: “ Polyneuritis, with Special Reference to 
Vitamin B.” Dr. C. C. Ungley. Section of Pathology: 
‘“Psittacosis Virus”: “A Study of Tissue Culture.” (With 
the late R. G. Canti); Dr. J. O. W. Bland. Section of 
Pharmacology: ‘Variations to Anaesthetics in a Mouse 
Colony,” Professor A. J. Clark. Section of Physiology: 
* Difficulties of Posture and Equilibrium in Blind Children,” 
Dr. Phyllis Kerridge. Section of Surgery: “Surgery of the 
Heart.” Mr. L. O'Shaughnessy ; * Sympathectomy for Hyper- 
piesis,” Mr. A. Dickson Wright; “ Partial Thyroidectomy for 
Thyrotoxicosis.” Mr. G. Armitage ; “ Abdomino-perineal Re- 
section of the Rectum,” Mr. A. Lawrence Abel. There were 
also films on the “ Action of the Muscles of the Foot,” Mr. C. 
Lambrinudi: “Occupational Therapy in Rheumatoid 
Arthritis,” Dr. Elizabeth Casson; and “ Plaster Jacket for 
Sciatica,” Mr. N. Capener. 

Mr. E. O. Goss, honorary radiographer to the Meeting, had 
also arranged an exhibition of radiographs and clinical photo- 
graphs. Many of the photographs were in colour and were 
entirely his own work. 


PSYCHOTHERAPY CONGRESS AT 
OXFORD 


The following report of the tenth International Medical 
Congress for Psychotherapy, held at Oxford from July 29 
to August 2, is a continuation of that published last week 
at page 298. 

Disorders of Adolescence 


Dr. EMANUEL MILLER opened the morning session on 
August 1 with a paper on the disorders of adolescence. 
This period was marked, he said, by an overflow of instinctual 
pressure where ego defences were weak, or the development of 
a moral tyranny from within which was met by neurosis 
formation. Character traits might be hardened. The mental 
reactions might be petrified and the mind stay in a state of 
suspended animation. Society became a projection screen 
for the tragi-comedy of adolescent interpretation. The 
neurotic mechanisms were nearer to the surface than at other 
periods, clearer, and more admixed with psychotic qualities. 
The problems arose out of the struggle of the maturation of 
functions, that of the super-ego with the growing sexual and 
aggressive demands. Society must meet the aspirations which 
this phase of temporary disintegration tended to produce. Dr. 
E. H. LARKIN suggested that psychotherapists tended, wrongly, 
to treat adolescence as being necessarily pathological. The 
attempt to get away from a primitive bigoted super-ego 
tyranny into the freer and more fruitful democracy of a 
religious system was not a_ pathological process. Dr. 
LOWENFELD suggested that when the endocrine functions of 
puberty came into operation the whole “primary system” 
of the mind became recharged and the adolescent strove to 
express every part of it which had not yet been expressed, and 
so to gain mastery of it. A varied society and a rich 
therapy could give him the material for this expression, and 
enable him to adapt the primary material to the needs of his 
own personality and of the social life. 


An Open Clinic for the Maladjusted 


Dr. Ira S. WiLE (New York) explained the working of the 
Open Clinic for problems of juvenile behaviour. The child 
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and its parents took part in an open conference with the 
clinic officers and a large audience drawn from all classes 
and callings of society—the parents of the children attending 
the clinic, and interested persons. The behaviour problem was 
thus regarded as a maladjustment between the child and his 
milieu. The family was seen as part of the social organiza- 
tion, and the discussion transferred the responsibility to the 
large group, representative of society itself. A new system 
of ethical values grew up, from which everyone concerned 
would profit. The Open Clinic served as a mouthpiece of 
society. Emotional tensions were drained away from the child 
and its parents, and an opportunity was given for effective 
suggestive therapeutics in the presence of the mass. Dr. 
VAN DER Hoop asked whether the psychic examination was, 
like the clinical examination, “to the waist only.” Dr. WiLE 
replied that it was total, and that all sexual questions were 
brought fully into the light. - 


Love, Maturation, and Monogamy 


Dr. VON HATTINGBERG, speaking on love as a process of 
maturation, said that love was an indispensable function in 
the development of the personality, Its importance had in- 
creased with the increase of consciousness. This method of 
development was one of the basic ideas of analytical psycho- 
logy, and the silence of the literature about it was remark- 
able. It took place only step by step, and needed intimate 
human contact with the sexual partner as a vital stimulation. 
Love had the task of making good the harm done by hyper- 
consciousness. It made bearable the unavoidable growing 
pains caused by consciousness, and the inner conflict between 
the nameless groups of forces aroused by the love passion. 
Love expressed the hidden, repressed, childish side of the 
personality, and provided a kind of “reserve” for the ex- 
pression of primitive tendencies. The relationship of 
conscious individuals in marriage developed into an analytical 
situation. The repeated upheavals provoked by the reciprocal 
inner disturbance of the partners could lead to the realization 
by each of his personality. This possibility gave a psycho- 
logical background to the ethical demand for an indissoluble 
monogamous marriage. 

Dr. O. H. Woopcock mentioned the contribution of Adler 
to the subject: he had regarded marriage as a constructive 
task demanding equality between the sexes, and monogamy as 
indispensable for full maturation. 


Stage Fright 


Dr. F. Vo.Gyest (Hungary), in a paper on stage fright 
and neuroses in professional life, said that this class of 
neuroses clearly demonstrated a long series of neurological 
and glandular reactions and interrelations. It could involve 
organic causes, or short-circuitmg within the insulation of the 
sympathetic system ; congenital abnormalities, and accidental 
factors. It offered a particularly favourable field for hypnosis 
and suggestion. In a study of over 25,000 cases he had 
gained an insight into the mechanism. As Pavlov had shown, 
every nervous irritation first excited isolated nerve tracts and 
centres, but if energy were accumulated or the excitement were 
very intense it would irradiate adjacent centres and become 
general. The whole body might ache with the generalized 
tension. Professional neuroses primarily represented asso- 
ciative disturbances, caused by psychological factors, in the 
temporal and frontal Jobes. Therapy must aim at interrupt- 
ing the subjective phobia leading to the feeling of panic, and 
breaking the vicious circle; at producing an intimate and 
confidential relationship with the patient; and at training the 
patient to discipline himself by turning his attention from the 
fixed idea and opening other channels for the stored energy. 
He must see his troubles in their true proportion and 
harmonize his neurotic feelings with the outer world. 

A paper by Professor Erwin STRANSKY (Vienna) on the 
relationship of subordination and authority in psychotherapy 
was read in his absence. Dr. H. NeEuGARTEN (Germany) ex- 
plained the phenomena of psychotherapeutic reorientation 
and religious rebirth. 
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Psychotherapy in Organic Disease 


Dr. B. Stokvis (Holland) dealt with psychotherapy for 
patients with circulatory disease. The circulatory system, 
like every other somatic system, he said, had a psychological 
as well as a physical function. Most sufferers from circu- 
latory disorder needed psychotherapy, especially if the 
physical condition were overlaid with neurosis or depended 
on spasm. He described the use of the electromagnetic 
“ tensograph ” for measuring essential hypertonia continuously, 
and showed the psychic factors in its causation. Active 
relaxation and Schultz's autosuggestive methods were valuable, 
but the important requirement was a good rapport between 
physician and patient. 

Dr. A. T. M. Witson, in an address on the psychogenic 
factor in haematemesis, gave the results of a study of fifty 
cases of acute peptic ulcer, or chronic peptic ulcer with com- 
plication. Of fifty-eight haematemeses, forty-five had been 
preceded by some gross alteration in the patient’s life of a 
kind likely to produce emotional stress. In ten of the 
remainder there was evidence of precedent gross emotional 
stress. The resulting psychological tensions were such as to 
threaten security—independence or dependence. Precoctous 
and apparently successful assumption of adult responsibility 
had often been concerned in the development of their char- 
acter traits and strong primitive moral values. Haemorrhage 
often relieved the tension for several days. The selection 
of the gastric function as the site of the symptoms might 
result from similar tensions in very early phases of devefop- 
ment. Enjoyment and use of anxiety, and a martyred attitude, 
were common. This might be resistant to psychotherapy, 
but the ulcer-producing conversion might be broken down 
without much difficulty. The patient must first be helped 
to convince himself of the sequence of external and internal 
events. 

Dr. D. ANNAU (Yugoslavia) contributed a study of psycho- 
therapeutic possibilities in organic disease, illustrated by two- 
cases. The first patient. a young woman suffering from a 
severe disseminated encephalomyelitis, was treated by hypnosis 
for neurotic symptoms, and extensive movements of the legs 
were obtained with, and later without, hypnosis. When the 
treatment was inierrupted the symptoms became worse. The 
second case was one of hemiplegia with motor aphasia in a 
rich man, who at first made little progress but was later much 
improved by emulating the superior progress of a workman 
who suffered from a similar condition. Psychic components 
were too seldom looked for and dealt with. The effects of 
organic injury could often be overcome. 

Dr. W. Brown said that such a trauma would certainly 
increase suggestibility. Certain cases of disseminated sclerosis 
and paralysis responded to hypnosis with relaxation treatment. 
An organic neurological disturbance was always accompanied 
by a ~ psychological overlap.” Self-understanding through 
analysis gave help, but every case of organic trouble would 
benefit by autosuggestion and progressive relaxation. 

Dr. CLIFFORD ALLEN, tracing the relation of the psyche 
to the endocrine glands, pointed out the reciprocal 
action of the psyche and the glandular system. In_ his 
opinion all hypersecretory endocrine disease in which there 
was no neoplastic disease was psychogenic. Similarly, the 
glandular functions could be inhibited by psychic factors. 

Professor JuNG closed the conference by answering in detail 
a number of questions which had been submitted to him in 
writing. During the conference the University of Oxford 
conterred upon Professor Jung an honorary doctorate of 
science, and on his return in his robes to the congress hall 
delegates stood and applauded. Dr. H. Crichton Miller said 
that their applause expressed their appreciation, and that of 
Oxford and the world, of his great services to psychotherapy. 

On July 30 the Vice-Chancellor of the University, Mr. A. D. 
Lindsay, held an evening reception in the Ashmolean Museum. 
On the morning of Sunday, July 31, delegates and their 
relatives went on an excursion to Henley and Wargrave and 
made a river trip in motor-boats. On Monday evening the 
Mayor and Mayoress of Oxford gave a dance in the Town 
Hail. 
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THE NATIONAL HEALTH IN FIGURES 
ANNUAL REPORT OF THE MINISTRY 


In a foreword to the Annual Report of the Ministry of 
Health’ Dr. Walter Elliot compares conditions as they 
were a hundred years ago, when Edwin Chadwick began 
his reforming work, with what they are to-day. The 
general death rate has been halved, the infantile death 
rate reduced to one-third, the tuberculosis death rate to 
one-sixth. In 1838 over 1,200 persons per million died of 
typhoid, over 1,000 per million of smallpox, over 20. per 
million of cholera. The typhoid death rate is now down 
to 5 per million, and from smallpox and cholera no deaths 
were recorded in 1937. Dr. Elliot adds: “‘ We are only 
beginning to realize how much can be done, even in the 
case of those who are at present considered normal and 
fit.” 
_ Vital Statistics 


But, after all, this is the nineteenth annual repori of the 
Ministry, and the record of the post-war era, though 
less dramatic than that of a century. is perhaps more 
encouraging. Take 1921 as a convenient date. The 
general death rate was then 11.3; it is now 9.3. The 
infant mortality has fallen during those years from 83 per 
thousand live births to 57; the tuberculosis mortality from 
1.117 per thousand of the population to 0.657. The 
figures for Wales, the subject of a separate section, are 
slightly in advance of those for England—a general death 
rate of 10.5, an infant mortality rate of 63, and a tuber- 
culosis death rate of 0.862. 

The report embodies the usual tables relating to tuber- 
culosis, venereal diseases, enteric fever, and cancer. The 
notifications of new cases of tuberculosis are slightly up 
both in England and in Wales. A decrease in the 
incidence of syphilis, but not of gonorrhoea, is noted. 
Despite the Croydon outbreak, the notified cases of 
enteric fever fell from 2,490 in 1936 to 2,149 in 1937, but 
the first figure was swollen by the Bournemouth outbreak 
of that year. The number of deaths from enteric was 
206, a rate of 0.005 per thousand, which is about the 
average of the last eight years. The total number of 
deaths from cancer in England in 1937 was 66,965, the 
highest figure yet recorded—an increase of some three 
hundred on the previous year. It is stated that plans 
are being worked out in 81 areas for co-operation between 
local authorities and the radium centres at voluntary hos- 
pitals with a view to making the treatment at the centres 
more widely available. The notifications of diphtheria, 
pneumonia, dysentery, and puerperal pyrexia or sepsis are 
up on the year; those of erysipelas and scarlet fever are 
down. 

Maternity Services 


The Ministry expresses itself well satisfied with the 
result of its two ‘“ pushes °—the “ Fitter Britain” exhibit 
at Glasgow and the National Health Campaign. The 
full effect of the latter cannot yet be assessed, but it is 
said to be reflected in the figures of attendances at 
infant welfare centres and ante-natal clinics. These 
figures for 1937 show a considerable increase, though the 
campaign did not begin until the autumn of that year. 
The children under 1 year of age attending the centres 
reached a number equalling 63 per cent. of the total of 
notified births (as compared with 60.5 the previous year), 
while the percentage of expectant mothers attending the 
ante-natal clinics reached 54.1, again a record figure 
(against 48.8 the year before). The maternal mortality 
in England fell to 3.11 per thousand births, comparing 
with 3.6 in 1936 and 3.9 in 1935. The proportion 
ascribed to puerperal sepsis is 0.94, compared with 1.34 
In Wales the maternal mortality was 4.54, con- 
siderably higher than the English figure, although a note- 
worthy. reduction on the Welsh figures for the previous 
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six years, which have always been over 5.0, and in 1934 
reached 6.6. 

It is too soon, again, to estimate the effect of the 
Midwives Act, but in the country generally the work of 
establishing a salaried service of fully qualified midwives 
available for attendance on mothers in their own homes 
at a cost commensurate with their means has been sub- 
stantially achieved. During the year 649 additional 
maternity beds (including ante-natal beds) were provided 
by the local authorities, and the number of municipal 
maternity homes was increased by three. Consulting 
services enabling midwives to call in a doctor at need 
have been established by 340 authorities out of a total of 
365, and mobile emergency units available for women 
who cannot safely be removed to hospital have been 
completed by 56 authorities, while 184 have put into 
Operation the service of “home helps.” 


Pubiic Health and Hospital Policy 


Ten years ago the Royal Commission on _ Local 
Government laid it down that medical officers of health 
should wherever possible be whole-time officers in the 
public service and should not engage in private practice ; 
further, that in areas where the duties would be insuffi- 
cient to occupy a whole-time officer the county councils 
should be required to make proposals for the combina- 
tion of areas for this purpose. The present report states 
that the Minister has taken every opportunity of urging 
local authorities to follow this course. Arrangements have 
been formulated in all except nine of the forty-eight 
counties in England, and in certain instances the Minister 
has not hesitated to use his powers of requiring the 
formulation of a scheme within six months, and, in 
default, formulating it himself. Just under half of the 
county districts of England are now served by officers 
who are restricted as to private practice, and of 79 
officers, including temporary officers, approved during the 
year under review, 53 will not practise privately. At 
the end of March last, out of the total of just over 
1,000 medical officers of health in England, 457 did not 
so engage. 

The report mentions that a survey of the whole of the 
hospital and institutional facilities of the country has 
been in progress. Sir George Chrystal, the Secretary of 
the Ministry, told the Press representatives at a reception 
at which he expounded the Annual Report that this 
survey had now been completed and was likely to yield 
most useful results, not only in the event of war, which 
was its primary purpose, but in the normal planning of 
institutional facilities. 

The report states that the appropriation as general 
hospitals under public health powers of the institutions 
taken over from the old boards of guardians is making 
progress, although in the counties, where there are special 
difficulties, the progress is slow. Out of the 109 hos- 
pitals with a total of 57,318 beds so far appropriated only 
22 belong to the counties (excluding for this purpose the 
county of London), and half this number are in the 
metropolitan counties of Middlesex and Surrey. It is 
hoped, however, that the time is not far distant when the 
majority of beds in local authority hospitals will be pro- 
vided under public health powers. In-patient admissions 
to these hospitals are increasing by about 50,000 a year, 
and out-patient attendances (very largely in the nature of 
attendances for continuation treatment of patients—pre- 


‘viously admitted to the wards) increased by not far short 


of a quarter of a million. Major surgical operations done 
at these hospitals and institutions numbered 131,000, an 
increase of 10,000 on the year. One does not expect to 
find current controversy mirrored in a report of this 
description, but co-operation between voluntary and local 
authority hospitals is declared to be growing—as a result, 
sometimes, of the setting up of committees for formal 
consultation in connexion with particular schemes; at 
others, of the establishment of joint consultative com- 
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mittees aiming at a liaison of a more continuous char- 
acter; or, again, of joint hospital boards, such as have 
come into being in Manchester and in Oxford and district. 


National Health Insurance 


The insurance practitioner comes in for his usual 
“pat on the back” after he has been reminded of his 
“kick downstairs ~ (that is not the Ministry’s expression) 
in the refusal of the Court of Inquiry to raise the capita- 
tion fee. A review of the disciplinary proceedings, says 
the report, gives every reason for thinking that there has 
been no deterioration in the high standard of service 
reached by insurance doctors and chemists, though with 
regard to the chemists, to be sure, there is an increased 
number of cases (161 as compared with 119 the previous 
year) in which money has had to be withheld on account 
of breaches of the terms of service, mostly substantial inac- 
curacies in the dispensing of test prescriptions. In only 
one case during the year was a representation made by 
an Insurance Committee that the continuance of a doctor 
on the medical list was likely to be prejudicial to the 
elliciency of the service, and even in this one instance the 
representation was later withdrawn. In only 92 cases in 
England and 16 in Wales was remuneration withheld from 
practitioners on account of infringement of terms of 
service, and only in a very small number of these did 
the patient suffer from the doctor’s negligence in attend- 
ance; the majority of derelictions were failure to keep 
proper medical records or to furnish information required 
by regional medical officers or some non-observance of 
the medical certification rules. The largest sum withheld 
(in two instances in England) was £50. A form of 
irregularity which the Welsh Board of Health views with 
grave concern is the issue of certificates of incapacity 
by a practitioner when he has not seen the patient. In 
one case this was judged so seriously that a heavy fine, 
again £50, was imposed. 

The cases of excessive prescribing come into a different 
category. The regional medical officers paid 861 visits 
to doctors whose prescribing appeared to call for explana- 
tion, but in only six cases did the Minister feel it neces- 
sary to refer formally to Panel Committees the question 
whether the doctors’ prescribing had imposed charges on 
the available funds in excess of what was reasonably 
necessary, and in all of them it was found that such 
excess had been imposed. But altogether it is a wonder- 
ful record of absence of serious complaint, and it must 
be remembered that the insured population of England 
and Wales now numbers 17} million persons as com- 
pared with 114 million when National Health Insurance 
came in a quarter of a century ago. Two developments 
during 1937 from which much is hoped are the extension 
of benefit to juvenile contributors—the 14-16 class—and 
the scheme for postgraduate study for insurance practi- 
tioners. 


Miscellaneous Items 


There is much else in the Annual Report of the 
Ministry to make it one of the indispensable documents 
of the year for the social student. There are sections 
dealing with the Ministry’s action in respect to foods and 
drugs, with sanitary services, with public assistance, with 
housing and town planning. On the subject of nutrition 
it is mentioned that quantitative surveys on family diets 


are being carried out on the recommendation of the 


Advisory Committee on Nutrition, of which Lord Luke 


is chairman, in half a dozen rural districts, and it is - 


believed some valuable data will be collected to supple- 
ment the Ministry of Labour survey on family budgets. 
A reflection of the National Health and Fitness Campaign 
may perhaps be found in the fact that the public open 
space purchased during the year measured 12,113 acres 
as compared with 9,059 the previous year, and that the 
loans sanctioned for public baths and swimming pools 
amounted to over a million pounds as compared with a 
litthe more than three-quarters of a million in 1936, 
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Correspondence 


Abortion and the Law 


Sir,—Mr. Aleck Bourne’s letter in the Journal of July 30 
(p. 254) clears a confusion that was in my mind at least. 
Before the case was tried it seemed to me that Mr. Bourne 
had acted for the sake of a cause, thereby risking his 
professional reputation and his freedom. When the case 
was tried the fight for a principle seemed to be dropped. 
Instead, the case turned on the jury’s opinion as to whether 
or not Mr. Bourne was justified in terminating a pregnancy 
in a certain child. And now one understands from his 
letter that the real issue after all is a principle. He ts 
standing for a further definition of the present law to the 
end that abortion may be legally recognized not only when 
there is a danger to life but also when there is a serious 
danger to health. I believe that there is a large body of 
moderate opinion in the profession that is opposed to 
the views set forth by Mr. Bourne, and I would like to 
state an alternative case in the following terms: 

The law as it stands is satisfactory. Abortion is legally 
recognized when life is in danger, and this interpretation 
of the law has always been recognized and acted on. It 
is in keeping with general medical practice, for we doctors 
are primarily concerned with life and death. In simple 
terms it is our duty and our object to preserve life. Life 
is More important than health. Many a life that has been 
saved from the jaws of death has afterwards been a good 
life, even though health has not been recovered. In fact 
we do not take the prospect of health into account when 
we are trying to save a life.’ 

The very uncertainty of the law as it now stands is 
an advantage. It places a great responsibility on the 
members of the medical profession, and it leaves the 
decision as to the life or death of a foetus to their dis- 
cretion. There is no doubt that some of us on account 
of a lack of courage or for some other reason fail to 
maintain the high standard expected of us. If a man 
falls below the standard of integrity that he has set him- 
self he may find himself in a difficulty and he may be 
greatly worried. But that the members of our profession 
have in the past generally acted well in the opinion both 
of their colleagues and of the people is proved to my mind 
by the fact that I remember no single occasion on which 
a doctor of good repute has had to stand his trial by jury 
for unlawfully terminating a pregnancy. 

If the law is to be altered by a further definition it will 
be no easier for us doctors to interpret than it is now. 


_ There may be as little difference between one case and 


another as there is between the numbers 1, 2, and 3. A 
further definition will leave us with the same difficulty of 
judging between 2, 3, and 4. And because the definition is 
more exact we shall be more likely to break the law in such, 
action as we take. 

If, nevertheless, the powers that be determine to frame 
a law that is more explicit, and so restrict both the freedom 
and responsibility of doctors, then I enter an earnest plea 
that they will keep to such primary considerations as life 
and death, whether it be in terms of a life that may be 
lost or a life that may be wrecked, and refrain from intro- 
ducing any phrase that suggests as a primary consideration 
a danger to health. To qualify the danger by the word 
“serious” will make for difficulties. The human heart 
often quails on the brink of great adventures. The first 
month or two of a pregnancy may be the beginning of 
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the greatest adventure in a person's life, and the addition 
of the word “serious,” as suggested by Mr. Bourne, to 
qualify anticipated danger will lead to trouble.—I am, etc., 


London, W.1, August 1. GEOFFREY EVANS. 


Sir,—To those who are in general agreement with your 
Jeading article on the Bourne trial it must seem that Dr. 
F. M. R. Walshe (Journal, August 6, p. 315) has mis- 
interpreted the significance of the verdict. This is surely 
not affected in any way by the consideration to which 
he has directed his powerful polemics—namely, whether 
and how far “danger to health” connotes “danger to 
life.’ The important fact is that the verdict has clarified 
the position in law of the doctor who induces abortion 
on adequate grounds based upon “ danger to health.” In 
the past the doctor who has carried out abortion for 
reasons other than “ danger to life” as this is ordinarily 
understood—that is, imminent or serious danger of death 
—has had no security in law. The verdict has now 
regularized a long-standing medical practice. This is a 
different issue from that inherent in Dr. Walshe’s state- 
ment that “to the aphorism ‘life depends upon health’ 
the inference that danger to health necessarily connotes 
danger to life is a non sequitur.” 

While, as I suggest, this raises another and quite 
different issue it is perhaps relevant to point out that 
it would be difficult to cite influences which damage the 
health of the pregnant woman which do not at the same 
time connote not certain death but a real mortality risk. 
The essential medical problem remains as it was before 
the verdict—namely, what measure of danger to health 
and life is an adequate indication? This, like all such 
problems, must remain a matter of discussion, and in 
general will be determined by the average good sense 
of the profession. Neither is it easy to follow Dr. Walshe 
in his view that the verdict should make this responsi- 
bility of the profession more difficult than it already is, 
unless we admit that it may be exploited for illicit and 
extremist purposes. But this is not so much a medical 
as a sociological implication. 

Finally, I wonder if we have been quite honest with 
ourselves in regard to the question of rape. It can hardly 
be in doubt that, as the natural and indeed only court 
of appeal in circumstances of a heartrending nature, the 
obstetrician is sometimes influenced by humanitarian con- 
siderations in performing abortion on such ravished 
children. The medical indications, though obvious, may 
in themselves be less urgent than are found in many 
married women for whom such relief is refused. Are 
we not correct in assuming that the public conscience is 
prepared for a law to deal specifically with the tragic case 
of the raped child?—I am, etc., 


London, W.12, August 8. JAMES YOUNG. 


Sir,—The recent case in which Mr. A. W. Bourne was 
involved received wide publicity in the lay press, and was 
also the subject of two leading articles in your issues of 
July 23 and 30. May I, as a general practitioner, be 
allowed to say that personally I cannot see that the posi- 
tion is any clearer to us now than it was before this case 
was heard. I have always been clear in my own mind as 
to what constituted genuine and perfectly legal grounds 
for terminating a pregnancy in a woman, and such a course 
would never be entered upon without the concurrence, 
at least, of two other independent medical men, of whom 
one at least should possess higher qualifications and greater 
experience in surgery or gynaecology. I imagine that all 


my colleagues and others in general practice are equally 
clear in this matter, and, in order to observe the law and 
strict medical etiquette, would act as I have indicated. 

It may be that in a really advanced stage of civilization 
the law will be different, and that then no woman will be 
forced to become a mother unless she is willing and anxious 
so to be. Many advanced and serious thinkers in various 
fields hold this view to-day, and I am very much inclined 
to it myself. However, it is not for us medical men 
to make or to modify the laws of the land (apart from 
pressing for necessary reforms as citizens), but, being in 
a special degree of relationship and trust with the State, 
to observe the laws as we find them to-day. 

We practitioners understand our duty and our position 
quite clearly: we are not to connive at or to procure mis- 
carriage simply because the patient desires to be rid of 
an inconvenient pregnancy. Mr. Bourne’s case was an 
exceptional one, and I cannot see how it has clarified or 
defined our position any better at all. It is difficult to see 
that absolute consistency prevailed throughout the entire 
length of this case, or that the same grounds were taken 
for clearing out this girl of 14} all the way through. 
To be logical it should be remembered that in the first 
instance Mr. Bourne accepted the case from Dr. Joan 
Malleson and agreed to terminate pregnancy before he 
had even seen the child. It is impossible to resist the 
conclusion that Mr. Bourne acted ab initio on purely 
sentimental, moral, and sympathetic grounds. But he did 
not stand his trial on those grounds at all. He defended 
himself on the grounds of it being medically desirable and 
necessary to terminate the girl’s pregnancy—a very different 
matter. Every member of the jury would naturally wish 
his (or her) daughter in a similar plight to be accorded 
the same relief. No witnesses were called by the Attorney- 
General to uphold the view that the child might quite 
well and safely have been allowed to go to term.—l 
am, etc., 

CHARLES A. H. FRANKLYN, 


Lincoln, August 2. M.D., M.R.C.S. 


Diabetes and Pulmonary Tuberculosis 


Sir,—If I may be allowed to add a note to Dr. S. 
Roodhouse Gloyne’s article in the Journal of July 30 
(p. 218) I should be grateful because in this country there 
has been very Hittle apparent interest in this problem. 

At the end of 1934, of the 1,000 diabetics who had 
attended the clinic at King’s College Hospital forty-two 
had pulmonary tuberculosis ; two of these had developed 
diabetes while under treatment for the tuberculosis, making 
an incidence of 4 per cent. in those with diabetes. The 
mean incidence of figures published at this time among 
diabetics was in the U.S.A. 2.6 per cent., in the Argentine 
5.2 per cent., in Austria 7.6 per cent. 

The present rise in the number of deaths from diabetes 
and the decline from tuberculosis, mentioned by Dr. 
Gloyne, can be contrasted with war-time experience, when 
there was a decrease in the mortality from diabetes and 
an increase in the mortality from tuberculosis (Registrar- 
General's Statistical Review for 1934, p. 101). Is it fan- 
tastic to compare the malnutrition enforced by a blockade 
with that produced by an insufficient supply of insulin? 
Though what alteration from the normal is responsible 
for the encouragement of the “seed” is still a matter for 
discussion. It is to be hoped that the higher carbohydrate 
diets and other methods of treatment of both diseases will 
reduce the mortality. 

The tendency of the diabetic to develop tuberculosis 
should not be forgotten, and, as the onset appears to pro- 
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duce fewer symptoms than usual, it might be worth while 
making a periodic radiological examination in all diabetics 
to find it as soon as possible in the 4 per cent. or so who 
are likely to develop it-—I am, etc., 
Southampton, August 1. 


G. D. Pirrie. 


Undescended Testicle 


Sir,—I was not only impressed with the clarity and 
logical reasoning of Mr. Denis Browne’s article on this 
subject in the Journal of July 23 (p. 168), but 1 was also 
grateful to him for introducing me to the “ superficial 
inguinal pouch.” Having read this article I determined to 
review all the cases I had treated with “ pregnyl” in the 
light of his classification. 

1 have felt for some time that there would be less 
misunderstanding between the surgeon and the endo- 
crinologist if the anatomical position of the testicle in the 
cases treated could be more accurately defined. My 
experience of the surgical treatment of this condition is 
limited to the period when I served as assistant house- 
surgeon and later as house-surgeon at this hospital eight 
years ago. My impression is that, at that date, such 
treatment yielded satisfactory results in by no means 100 
per cent. of cases. My knowledge of the effect of leaving 
these cases untreated is confined to conversations with the 
medical officers attached to certain public schools. This 
has led me to accept the view that endocrine treatment, in 
a certain number of cases, is redundant. I feel that many 
would agree with me that a symposium on the manage- 
ment of undescended testicle written by an anatomist or 
surgical anatomist, a school medical officer, a surgeon, and 
an endocrinologist would be a valuable contribution to the 
subject. 

During the past five years I have been interested in the 
condition exclusively from the point of view of its treat- 
ment with luteinizing gonadotropic extracts, and my 
experience has led me to believe that about 70 per cent. of 
suitably selected cases’ result in the testicle appearing and 
remaining in the scrotum, and that in 50 per cent. of the 
successful cases this occurs within three months of the 
commencement of such treatment. On two occasions, 
in both of which endocrine therapy has failed to induce 
descent of the testicle, | have noted effects to which some 
would have taken exception—namely, enlargement of the 
penis in one case, and priapism in another. Perhaps I 
was immodest in failing to be alarmed by the first com- 
plication. Fortunately the second was so transient as to 
trouble my conscience for only a month. 

So seriously did I receive Mr. Browne’s article that I 
was disappointed to learn from his reply to your annotator 
that he had entrenched himself in a “carefully prepared 
position” and that his paper was therefore presumably 
designed to be provocative. I was prepared to accept his 
deprecation of treatment with gonadotropic extracts as 
a sign of the earnestness of his convictions; but now I 
am glad that he has admitted that it was “ sweeping ” and 
“in opposition to the findings of other workers,” and I 
feel justified, therefore, in reminding him of those cases 


of general impairment of pituitary function usually classi- ’ 


fied under the title of Fréhlich’s syndrome in which treat- 
ment with gonadotropic preparations is particularly 
effective in inducing descent of the testicle. 

Finally, | was sorry to see him raise the unanswerable 
argument of the possible adverse effects of endocrine treat- 
ment in the remote future. It was surprising to find a 
man with his capacity for clear thought resort to such a 


' My definition of “ suitably selected cases” is expressed else- 
where. (Lancet, 1937, 1, 598.) 


— 


red herring. All the considerable knowledge which we 
possess of the eflect of endocrine preparations leads us to 
suppose that it is purely transient, otherwise why wou'd 
we administer them in twice- or thrice-weekly doses? We 
have no reason to suppose that gonadotropic extracts are 
any exception to this impression. If Mr. Browne views 
with suspicion the effect of such endocrine extracts until 
they have been in use for sixty years he must wait another 
forty-four years before his conscience should allow him 
to employ insulin, and thirteen years before he is con- 
vinced of the importance of Murray's treatment of a case 
of myxoedema with thyroid extract in 1891.—I am, etc., 


P. M. F. BisHop. 

Endocrine Clinic, Guy’s Hospital, S.E.1, 

August 6. 

** In his letter published last week at page 318 Mr. 
Denis Browne ascribes two arguments to the author of 
the annotation which appeared with his article in the 
Journal of July 23. He writes: “ The first is that a testicle 
in the inguinal canal can be felt because the tendon of the 
external oblique is not always tense.” Reference to the 
annotation will, it is hoped, convince Mr. Browne that 
what was disagreed with was his statement that “a testis 
that is in the inguinal canal cannot be felt through the 
skin.” Mr. John Hosford’s letter (also published last week 
at p. 318) gave further evidence of the validity of our criti- 
cism of Mr. Denis Browne's statement. The second 
argument which Mr. Browne ascribes to the author of 
the annotation is * that it is impossible to tell on examina- 
tion whether a suprapubic testis is in the canal or in the 
subcutaneous tissues.” The actual words printed were: 
“It seems more reasonable to classify non-scrotal testicles 
as (1) those that can be felt—which may be, but are 
probably not, in the inguinal canal—and (2) ‘those that 
cannot be felt, which may be anywhere.”—Epb., B.M.J. 


Sir,—Mr. John Hosford’s query (Journal, August 6, p. 
318) about the testicle which can be felt before operatioa 
above the pubis, and which at operation is found in the 
inguinal canal, is answered both in my original paper and 
in my subsequent letter. It belongs, of course, to one or 
other of the “ emergent ” types. 

It is interesting to me, however, as showing the way 
in which misconceptions have arisen in the past and will 
continue in the future. I may be wrong in the conclu- 
sions I have come to; but the first step to proving me 
wrong is to understand what those conclusions are. I 
do not think anyone can do this who has not first 
identified by examination all the types I describe, and 
subsequently made careful bloodless dissections of them 
at operation. The opportunity for doing this in the 
normal categories occurs in herniotomies in children, 
when the superficial inguinal pouch can be studied. It 
makes a very pretty demonstration, suitable for post- 
graduate classes, to expose the fascia of Scarpa, push up 
the testicle under it, open the pouch and define its 
boundaries. But, as in many other demonstrations which 
I am accustomed to make, it should be accompanied by a 
warning to be very careful how knowledge of this kind 
is used in examinations. Mr. Hosford is surprised that 
his classes do not recognize the superficial inguinal position 
as an ectopia. How many of their examiners do? 

I apologize for referring te the testis as the testicle, not 
to mention calling the testicle the testis. It is what Mr. 
H. W. Fowler, in his Modern English Usage, calls an 
Elegant Variation—a common fault of unskilful writers. 
—TI am, etc., 


DENIS BROWNE. 


London, W.1, August 8. 
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Sulphanilamide for Meningococcal Meningitis 


Sir,—The letter of Major F. J. O’Meara in the Journal of 
August 6 (p. 317) indicates some doubt as to the efficacy 
of sulphanilamide in the fulminating sporadic type of 
meningococcal meningitis. In one of the two cases which 
he quotes treatment with serum and soluseptasine (May 
and Baker) was given. Now Whitby (Lancet, 1937, 1, 
1517) showed that the benzylsulphonamide preparations, 
proseptasine and soluseptasine, were inactive in experi- 
mental meningococcal infections. In a recent article 
(Lancet, 1938, 2, 8) I pointed out this fact and also gave 
some indications for dosage of sulphanilamide in_ this 
disease. The series described contained a considerable 
number of sporadic fulminating cases with haemorrhagic 
rashes.—I am, etc., 

H. STANLEY BANKS, 
Medical Superintendent, 


Park Hospital. 
Hither Green, S.E.13, August 6. 


Chemotherapy of Gonorrhoea 


Sirn,—Your annotation of August 6 (p. 294) rather 
emphasizes the toxic effects of uleron in cases of 
gonorrhoea. 

During the last seven months I have given uleron to 
200 cases of gonorrhoea in the male—all ambulatory cases 
under observation by me at three- to four-day intervals. 
The dosage has been 3 grammes in twenty-four hours 
(1 gramme every eight hours approximately) for five con- 
secutive days; omission of uleron for two to four days ; and 
repeating the five-day “Stoss” with same dosage. Patients 
were told not to eat eggs or take Epsom salts; no other 
instructions. The great majority have received three such 
“Stoss.” One patient only has shown any suspicion of 
toxic effect, and that was a case of photosensitive 
dermatitis, like solar erythema, though not exposed to 
sunlight. A further twelve cases have received 4 grammes 
in the first twenty-four hours of the five-day ‘ Stoss.” 
None has shown any toxic effect. 

In my hands ulerdn has proved more effective and safer 


‘in gonorrhoea in the male than had sulphanilamide 


(prontosil album)—ninety-nine cases. Uleron is effective 
in early gonococcal infections five to fourteen days old, 
but even more effective in infections of twenty-one days 
and over. 

In staphylococcal infections—boils and three cases of 
carbuncle—uleron in the above dosage for five consecutive 
days has been effective and without toxic effects.—I am, 
etc., 

H. M. HANSCHELL, 


Honorary Medical Superintendent and Medical Officer 
i/e WVenereal Diseases Department, Royal Albert 
Dock Hospital. 
London, E.16, August 6. 


X-Ray Screening in General Practice 


Sin,—With regard to the interesting and helpful com- 
mentary by Dr. J. V. Sparks in your correspondence 
columns of July 30 (p. 256) dealing with the use of 
fluoroscopy in examinations of the chest, I believe that 
early lesions in the lungs would be more frequently 
detected by screening if greater attention were paid to 
Certain important factors. 

A screen of first-class quality is obviously required. A 
small focus tube is helpful in the elucidation of detail. 
X-ray penetration may have to be increased in the obese, 


the very muscular, and in deep-chested subjects. The 
patient may have to be examined in different positions, 
special care being taken to eliminate the shadow of the 
scapulae. After a general view of the chest with wide- 
open diaphragms, then comparing the same zones on 
either side with a slightly smaller opening, it is generally 


advisable to examine any suspected region with a small 


aperture. 

Most important of all factors, however, is the necessity 
for taking adequate care to adapt fully the eyes to the 
darkness of the screening room. It is, I believe, failure 
in this regard which probably accounts for the majority 
of the cases in which Dr. Sparks states that “ early lesions 
of the lungs are not often visualized by screen examina- 
tions.” With full adaptation of the eyes and optimal 
technical conditions, I have seen clearly on the screen quite 
small nedular infiltrations, limited in extent, and small 
Assmann’s foci which were not at all dense. 

As I am employing radioscopy constantly, I take care 
when engaged in this work to secure sufficient adaptation 
of the eyes by wearing red goggles for at least twenty 


‘minutes before beginning screening and at any time when 


I am obliged to leave the x-ray room between cases. With 
my eves properly adapted for screening, I have rarely had 
any surprises from subsequent radiography.—I am, etc., 


Montana, Switzerland, August 4. Hivary ROCHE. 


Complications of Gold Therapy 


Sir,—Having used chrysotherapy for the treatment of 
rheumatoid arthritis since 1933, I entirely disagree with 
Dr. H. Warren Crowe's statement in his letter in the 
Journal of July 30 (p. 261) that vaccines yield as good 
results as gold therapy. I have long since given up the 
treatment of rheumatoid arthritis with vaccines because of 
the extremely disappointing results, whereas with chryso- 
therapy practically all cases have shown beneficial results, 
some almost miraculous. Patients crippled and bedridden, 
who could only get about in bath chairs or on crutches, 
have been able to walk unaided, and in many cases even 
resume their household duties and other occupations. 
Some of these patients were at first treated by vaccine 
therapy according to Dr. Crowe’s method, with negative 
results, and then they were subjected to chrysotherapy 
with remarkable improvement. 

With regard to reactions, in my experience those cases 
that produced reactions did better than those that did not, 
so that one should adjust the dosage to produce some 
reaction. Severe reactions can usually be avoided by 
simultaneous injection of calcium gluconate. In over 100 
cases of rheumatoid arthritis treated by chrysotherapy 
I have never had any gold abscess, and therefore no “ gold 
abscesses which fail to heal for months,” as Dr. Crowe 
states. With regard to his statement that “ one often has 
the greatest difficulty in persuading an entirely suitable 
patient to agree to chrysotherapy,” most of my time is 
spent in dissuading patients who come to me requesting 
gold treatment for their arthritis but whom I consider are 
not cases of true rheumatoid arthritis and therefore not 
suitable for chrysotherapy. 

Finally, at the recent discussion on rheumatoid arthritis 
at Plymouth I noticed that all the principal speakers were 
unanimously of opinion that chrysotherapy was the only 
effective treatment for this condition, and most of them 
had given up vaccine therapy because of its disappointing 
results.—I_ am, ete., 


London, W.1, July 30. MavuricE NEWMAN. 
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Tuberculin in Diagnosis 


Sirx,—Dr. J. R. Forbes (May 21, p. 1311) states: “I have 
been unable to find any convincing grounds for believing 
that a positive test is of any value in indicating the 
presence or absence of active tuberculous disease.” May 
1 quote Professor Sahli: * As much as I consider the early 
diagnosis of tuberculosis of importance ; as much as I am 
a firm believer in the therapeutic value of tuberculin, yet 
1 am anxious to state emphatically that I condemn abso- 
lutely the diagnostic injections of tuberculin. The experi- 
ence of many workers, as reviewed by Wolff-Eisner, proves 
that the result of the so-called diagnostic injections, be it 
positive or negative, proves nothing.” 

Professor Sahli, in a footnote, also states: * That great 
value is given to diagnostic tuberculin injections in veter- 
inary work is due to the fact that in veterinary work it is 
sufficient to prove that an infection had taken place, 
whereas in human medicine it ts a question of the nature 
and of the activity of the disease.”"—I am, etc., 


Sydney, July 12. A. E. FINCKH. 


Blood Groups and Legislation 


Sir,—Public opinion on the question of the usefulness 
of biood grouping in paternity cases has been aroused. 
It is reported that Lord Merthyr intends to introduce 
legislation to make such tests compulsory in paternity 
cases, to include twelve groups instead of the international 
standard groups of O, A, B, and AB, and to recognize 
only pathologists working in certain laboratories. In my 
opinion the British Medical Association should make some 
definite statement on this question in the interests of 
science, the profession, and all those concerned. There 
are many points on which only those who have been 
working at the subject for some years—serologists, bio- 
chemists, and physiologists—can give definite information, 
but there are some questions which require decision of 
more general interest alike to the public and our 
profession. 


1. Legislation.—Has the time come for legislation, and, if 
so, what form should this take? 

2. Grouping.—What system of grouping is to be recognized? 
Can we safely go beyond the four groups, and, if so. what 
other groups are to be included? The four groups themselves 
give six subgroups. Matta would have seven main groups. 
Several parents of A, group were found who had given birth 
to O children (heterozygotes), so to what extent could any 
medical man say AB tests are “infallible”? Landsteiner 
and others have found agglutinin A, acting on O cells. 
Bauer's theory of inheritance was introduced to explain the 
existence of O children in some cases of AB parents. As to 
the M and N agglutinogens they are independent of A and B, 
but since they can be present or absent in each group, how 
far can they be recognized as of sufficient value for medico- 
legal purposes? Can they not be normal constituents of the 
red cells and be present or absent according to the state of 
health or disease in an individual at the particular time of the 
investigation? 

3. Statistics—These are not generally agreed upon, and 
while the mother may have a 5 to 2 chance in her favour with 
certain statistics of the four groups, to what extent will this 
be altered alone or in combination with the M and N group- 
ing if these are allowed? 

4. Sera.—\| think it would be generally agreed that only 
certain laboratories or research institutes or workers should be 
recognized to supply these. 

5. Who should Give Evidence?—\lt has been suggested that 
a panel of pathologists only should be recognized. Surely it 
is a new departure in legislation to penalize science and the 
profession generally by such discrimination? If reliable sera 


— 


are available there can be no reason why others should not 
perform the tests in the interests of everybody. The courts 
can be left to judge of the quality of the evidence produced. 
Pathologists are by no means the best available persons for 


the job. 


6. Reports.—With the range of groups and subgroups it will 
be advisable to determine what should go into these. Are 
the temperatures at which the test was carried out to be 
included or not? 


From this it will be seen that there is need for the 
British Medical Association to set up some commitiee of 
investigation to settle these questions in the interests of 
the profession and the public.—I am, etc., 


Ilford, July 23. A. G. Newe.t, M.D. 


Steinach If Operation for Prostatic Enlargement 


Sin,—In view of Mr. Kenneth Walker's unfavourable 
opinion of Steinach Il operation tor prostatic enlargement 
(Journal, July 9, p. 53) two successful cases deserve record. 


1. The patient is 72 years old. For some years he was 
getting up five to six or eight times each night. Several times 
he had complete obstruction and had to be relieved by catheter. 
The condition culminated in complete obstruction, which per- 
sisted. An indwelling catheter was fixed for some days without 
improvement. Steinach Il was done in May, 1937. For one 
day after operation the catheter had to be passed. Since 
then he has passed urine naturally, and he can now sleep 
from 9 p.m. to 8 a.m. The improvement has been well main- 
tained. Micturition is normal. Residual urine now is 14 02z. 
General health is better than it has been for years. 

2. The patient is 79 years old. For some years he had 
nocturnal frequency and once or twice had had temporary 
complete obstruction. Latterly the frequency had been so 
great that he was being worn out by lack of sleep. Complete 
obstruction with overflow incontinence came on in October, 
1937. Steinach Il was done under local anaesthesia, October, 
1937. At first there was no improvement. An_ indwelling 
catheter was used for some days. Three weeks after opera- 
tion he was discharged from hospital, having been taught to 
use a catheter. He began to pass urine naturally six weeks 
after operation. Four months after operation all urinary 
trouble had passed off and he could micturate freely. This 
improvement has been fully maintained up to date. He sleeps 
from 10 p.m. to 5 or 5.30 a.m. His general health has miuch 
improved. 


T. Hunter, C.LE., M.D., 
Lieutenant-Colonel 1.M.S. (retd.). 


—I am, etc., 
Ludlow, July 28. 


** Psychosomatic Illness” 


Sir,—Whether the rising incidence of psychosomatic 
disease is real or only apparent seems to be a debatable 
question, but there is one factor on which stress might be 
laid as a predisposing cause of anxiety and an intensifying 
factor in many illnesses. I refer to the manner in which 
the patient’s disease is presented to his consciousness by 
the physician in attendance. Too often the latter is 
content simply to label the patient with a medical term 
which means nothing to him—so far as any useful in- 
formation as to the nature of his complaint is concerned 
—but which may be the cause of a great deal of unneces- 
sary worry and concern. 

Patients as a general rule, even the most stable-minded, 
are morbidly apprehensive about their diseases and fear 
the worst. Any vague ache or pain is magnified and 
dwelt on, and often the patient’s mental conception of 
his disease might well be described as a “chamber of 
horrors.” In the case of an anxious and worrying type 
of patient a superstructure of psychoneurotic symptoms 
may be imposed on the basis of some quite simple but 
misunderstood condition. How many women suffering 
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from simple mastitis have worried themselves into a con- 
dition of ill-health because they fear they may have 
cancer and don’t disclose this fact to their doctor? How 
many patients with some simple heart defect fear they may 
drop. dead at any moment? And how many of these 
people have gone and read up their diseases in medical 
books, always taking care to apply the worst interpretation 
to their own case? 

A mild psychological investigation into the state of any 
patient's mind with the object of elucidating how he 
regards his particular illness would not be amiss, in many 
cases at any rate; if necessary the symptoms should be 
assessed at their proper value and a simple explanation of 
the trouble given to the patient in, so far as possible, 
non-medical terms. The ultimate factor in fighting disease 
is the patient himself, and he can surely do this to better 
advantage if he knows exactly how he stands and is not 
Jet to grapple with his disease in the darkness of his 
own ignorance and fear.—I am, etc., 


Reading, July 27. Hutcueson, M.D. 


The ‘‘ Flying Squad” in Maternity Services 


Sir,—Protessor E. Farquhar Murray is to be con- 
gratulated on the excellent results obtained by his emer- 
gency unit as reported in the Journal of August 6 (p. 313), 
but it must be admitted that the very existence of a 
“flying squad” is in itself an admission of failure. 
“Cases most urgently in need of the services of a flying 
squad,” Professor Farquhar Murray tells us, are those “ in 
which there was shock and post-partum or ante-partum 
haemorrhage ; also cases of threatened or actual eclampsia, 
difficult labour, or failed forceps.” That difficult 
labour should be allowed to take place in the patient's 
own heme or that failed forceps cases should need the help 
of an emergency unit is a serious indictment of our mater- 
nity services. 

Sir Ewen Maclean is reported on page 304 of the same 
issue as having said that “local authorities could have in 
large measure that reduction in maternal mortality which 
they were willing to pay for,” and it is evident that if local 
authorities were willing to provide hospital accommodation 
for all maternity cases where the slightest abnormality 
existed or might arise the “ flying squad ” would seldom if 
ever be called to assist the practitioner attending a patient 
in her own home. With all abnormal cases in hospital there 
would only remain the possible emergency of haemorrhage 
to which the “flying squad” might be called, and 
haemorrhage associated with the absolutely normal con- 
finement must be rare indeed.—lI am, etc., 


New Barnet, August 6. JOHN ELAM. 


E. F. Harrison 


Sir,—I was very glad to see in the Journal of August 6 
(p. 295) the tribute to E. F. Harrison, in view of his long 
and honourable connexion with the Journal. Perhaps the 
following reminiscences may be of interest to some of 
your readers. 

I first met Harrison when I was in practice and he was 
a traveller for a drug firm—in which position he was 
obviously a misfit. I next heard of him on the laboratory 
staff of Burroughs and Wellcome, and was delighted when 
I came on the B.M.A. staff to find that he was doing the 
analyses for the Journal’s “Secret Remedies” series. 
Before the Select Committee of the House of Commons 
on that subject he was our chief witness, and made a 
profound impression by his high standard of accuracy and 
his obvious desire to claim no more for his analyses than 


was justified. Shortly after the war broke out he came 
into my office in a very ill-fitting khaki uniform. He had 
joined one of those ill-defined corps which were intended 
for men past their first youth, and he told me his duties 
were mainly of a domestic nature, such as cleaning out 
barracks. He was the last man to complain, but when 
I next saw Sir Alfred Keogh at the War Office I told him 
it was a pity the Army couldn’t make better use of really 
fine expert workers. I hope my mention of Harrison had 
something to do with his next move, for when I next saw 
him he was busy with anti-gas work and was happy. It 
was a real grief to his friends when he fell a victim in 
the influenza epidemic of 1918, for there is little doubt 
that still greater honours awaited the man who so rapidly 
rose from a humble private to be lieutenant-colonel with 
a C.M.G. 

It is pleasing to recall that Harrison said more than 
once that the confidence reposed in him by Sir Dawson 
Williams had been of the greatest assistance to him in 
establishing him as undoubtedly the greatest authority 
on certain forms of chemical analysis. The Pharma- 
ceutical Society honoured his memory by establishing an 
annual Harrison Lecture. Nobody who met Harrison, 
even casually, could fail to be impressed by his strong 
personality, his tenacity of purpose, and above all by his 
transparent honesty and sincerity —I am, etc., 

London, W.C.1, August 6. ALFRED Cox. 


Obituary 


SALVATORE CASSAR, M.D. 


The Malta Branch of the British Medical Association has 
suffered a serious loss by the death on July 30 of Pro- 
fessor Salvatore Cassar, M.D., emeritus professor of 
surgery in the Royal University of Malta and consulting 
surgeon to the Central Civil Hospital, and one of the 
oldest members of the Branch. 


He was born on October 5, 1861 ; he qualified in 1886, 
and after serving as resident in the Central Hospital was 
appointed junior surgeon. In 1900 he succeeded to the 
chair of surgery and was made senior surgeon to the 
hospital, appointments which he held up to October, 1926, 
when he retired on reaching the age limit. Professor 
Cassar’s career as a surgeon coincided with the revolution 
in surgery brought about by the introduction of Listerian 
methods, and it is due to him that antisepsis and asepsis 
were firmly established in Malta even before they were 
accepted in other and perhaps more important centres. 
He took a leading part in the conduct of affairs of the 
university, and was always an ardent advocate of all that 
meant progress and development. Upon the grant of 
self-government he took a leading part in organizing the 
profession and also entered the political field. He joined 
the Constitutional Party and was elected a member of 
the Senate, of which he became the vice-president. 

Professor Cassar joined the British Medical Association 
in 1889, and throughout his career maintained a very 
active interest in the Malta Branch and kept up his 
interest to the very last. He served almost continuously 
as a member of the Branch Council, and occupied the 
presidential chair on many occasions. 


Dr. HERBERT MIDGLEY CocKcRoFT, who died on July 
9, aged 63, was a well-known and popular figure in the 
district of Yorkshire known as Mashamshire. A student 
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of Owens College, Manchester, he obtained the Scottish 
triple qualification in 1899. He then returned to his native 
town of Masham to continue his father’s practice there, 
and in 1901 was appointed medical officer to the district 
council and medical officer of health. During the greater 
part of the war he served with a temporary commission as 
captain R.A.M.C., and was awarded the Military Cross. 
On returning to civil life he became commandant of the 
Masham Branch of the British Legion, and was for many 
years chairman of the local sports committee. Dr. Cock- 
croft was elected a member of the Harrogate Division of 
the British Medical Association in 1901. 


Dr. REGINALD JOHN HEARN, who died on July 13, had 
been a member of the Marylebone Division of the British 
Medical Association for the past eighteen years. At Cam- 
bridge he took his B.A. in the Natural Sciences Tripos 
of 1911 and then entered Guy’s Hospital. Qualifying as 
L.M.S.S.A. in 1914, he graduated M.A., M.B., B.Ch. 
Camb. in 1918 and proceeded M.D. in 1921, having by 
that time been called to the Bar by the Middle Temple. 
He had served throughout the war as captain R.A.M.C. 
and afterwards with a commission in the R.A.F. Medical 
Service. At Guy’s he held a number of junior posts, 
resident and non-resident, and for some time worked in 
dermatology and venereal diseases. He was also interested 
in diseases of the nervous system, and acted as neurology 
specialist under the Ministry of Pensions. Dr. Hearn was 
for some years physician in charge of out-patients at the 
Westminster Skin Hospital and assistant deputy to Mr. 
Ingleby Oddie, coroner for Central London. In 1922 he 
published in these columns a paper giving the results of 
treatment in syphilis of the nervous system. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In Convocation on July 30, presided over by the Vice- 
Chancellor, the honorary degree of D.Sc. was conferred on 
Dr. CharJes Gustave Jung, Professor of Psychology in the 
University of Ziirich, on the occasion of his presidency of the 
tenth International Medical Congress for Psychotherapy. 


The following medical degrees were conferred in congrega- 
tion on the same day: 

*M.D.—H. F. Moseley. 

B.M.—W. D. Brinton, S. H. Llewellyn Smith, J. B. Longmore, 


R. R. Wethered, A. M. L. Isabella (Society of Oxford Home- 
Students). 


UNIVERSITY OF CAMBRIDGE 


The Appointments Committee of the Faculty of Medicine 
has appointed F. R. Berridge, M.B., B.Chir., of Trinity College, 
Assistant in Research in Radiology (diagnostic) to the Regius 
Professor of Physic, and A. Paterson, M.B., Ch.B., D.Psych., 
of the University of Edinburgh, Assistant ‘in Research in 
Psychiatry to the Regius Professor of Physic, both for three 
years from October 1, 1938. 


At the last Congregation of the academical year, held on July 
30, the Vice-Chancellor, Professor H. R. Dean, conferred the 
following medical degrees: ’ 


‘ M.D.—M. Hynes, M. L. Rosenheim. By proxy: T. F. McN. 
scott. 

™.B., B.Cuir.—A. J. Daly, A. C. F. Green, W. W. Wiggins- 
Davies, B. J. O. Winfield, M. D. Young, J. W. Wood, R. W. W. 
Brown, D. M. Carding, J. E. Hardwick-Smith, P. L. Mollison, 
R. D. Caton, M. J. Clow, W. Goulstone, P. A. K. Jones, G. B. 
Leyton, A. G. McPherson, J. A. R. Miles, W. A. M. Miller, D. E. 
Yarrow, S. G. Hamilton, L. R. Holt, J. Laughlin, J. S. Pratt, 
E. Cronin, R. S. Alexander, R. M. Johnstone, J. Smith, J. Yudkin, 
R. R. Wilson, A. P. Norman, W. E. Owens, N. Vere-Hodge, 
H. F. Whalley, G. M. Wright, D. Foskett, E. L. N. Rhodes. 
By proxy: G. N. Hunt, P. J. Wormald, R. O. Murray, B. H. Price, 
H. Stott, P. L. Candler, J. H. B. Round, J. S. Pritchard, A. J. 
Walton, C. H. Bartlett, R. B. Leech, J. G. B. Platts. 
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UNIVERSITY OF LONDON 


The Senate on July 20 awarded the degree of Ph.D. in 
Pathology (non-clinical) to H. Burrows and the degrees of 
Ph.D. in Hygiene (non-clinical) to. Wei-Yung Lee and C. G. 
Warner. 


The following candidates have been approved at the 
examination indicated: 

M.D.—Branch I (Medicine): Helen Baker, R. H. P. Clark, 
J. R. Forbes, R. V. Harris, N. M. Jacoby, H. Nicholson, W. A’ 
Oliver, J. B. Robinson, W. J. Stokes, S. J. L. Taylor, P. C. 
Wickremesinghe. Branch II (Pathology): 1. A. Cathie, C. V. 
Harrison, S. F. Marshall, E. M. Ward. Branch IIT (Psychological 
Medicine): K. Soddy, Maeve Whelen. Branch IV (Midwifery and 
Diseases of Women): H. G. E. Arthure (University Medal), A. 
Barber, E. D. Y. Grasby. Branch V (Hygiene): F. W. Gilbert. 


UNIVERSITY OF MANCHESTER 


Mr. F. H. Bentley, M.B., F.R.C.S.. has been appointed 
Assistant Director of the Surgical Research Laboratory. 


UNIVERSITY OF ABERDEEN 


The King has approved the appointment of Dr. Robert 
Douglas Lockhart, Professor of Anatomy in the University 
of Birmingham, to be Regius Professor of Anatomy in the 
University of Aberdeen, in place of Professor A. Low, 
resigned. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a meeting of the Royal College of Physicians of London, 
held on July 28, with the President, Dr. Robert Hutchison, 
in the chair, the following were elected officers for the 
ensuing year: Censors, C. E. Lakin, G. E. Beaumont, W. E, 
Hume, A. Feiling; Treasurer, Sir Charles McM. Wilson; 
Registrar, H. Letheby Tidy: Harveian Librarian, Arnold 
Chaplin ; Assistant Registrar, R. Hilton. 

The President and Fellows decided that a memorial to the 
late Registrar, Sir Raymond Crawfurd, should be placed in 
the College. 

Unanimous votes of thanks were passed to Dr. Sidney 
Phillips for his services to the College as Treasurer, and to Dr. 
Charles Newman for his services as Assistant Registrar. 

The following appointments were announced: Mr. Cyril 
Radcliffe, K.C., as Senior Standing Counsel to the College; 
Dr. R. A. Young as Harveian Orator, and Dr. J. C. Spence 
as Bradshaw Lecturer, for 1939; Dr. A. W. Stott as a member 
of the Joint Consultative Committee ; Dr. A. E. Clark-Kennedy 
as a representative on the Committee of Management of the 
Conjoint Board. 

The Bisset Hawkins Medal was awarded to Professor Major 
Greenwood, F.R.S., for his researches in statistics. 

The Murchison Scholarship was awarded to David Kendall, 
M.B. 

It was announced that a replica of the President's caduceus 
would be presented to the Royal Australasian College of 
Physicians, and Dr. Morley Fletcher was appointed to repre- 
sent the College at the inaugural meeting of the Royal 
Australasian College. 

The following candidates, having satisfied the Censors’ 
Board, were admitted Members of the College: 


A. Ali, M.B.Bomb., I. S. Buchanan, M.B.Lond., R. H. P. Clark, 
M.B.Lond., N. F. Coghill, M. B.Camb., H. A. Dewar, M.B.Durh.. 
Muriel J. L. Frazer, M.D.Belf., G. G. Gillam, M.B.Lond., E. W. 
Hart, M.B.Camb., . A. Henry, M.D.Camb., F. D. M. Livingstone, 
M.B.Camb., the Hon. W. S. Maclay, M D.Camb., W. P. Mallinson, 
B.M.Oxf., P. E. C. Manson-Bahr, M.B.Camb., V. R. Naidu, M.B. 
Mysore, H. Nicholson, M.D.Lond., W. A. Oliver, M.B.Lond., 
W. W. Payne, M.D.Lond., J. W.. Pierce, M.B.Lond., W. M. 
Porteous, M.B.New Zeal., J. M. Ranking, M.B.Camb., D. E. 
Rodger, M.D.McGill, J. C. Sinclair, M.D.Toronto, T. C. Sutherland, 
M.B.New Zeal., W. S. Sutton, M.B.Liverp., O. H. J. M. Telling, 
B.M.Oxf., J. W. Todd, M.B.Lond., P. H. Willcox, M.B.Camb. 


Licences and Diplomas 


Licences to practise were granted to 185 candidates (includ- 
ing thirty-four women), whose names are published in the 
report of the meeting of the Royal College of Surgeons 
of England in this issue, as are the names of the 
recipients of the Diplomas in Tropical Medicine and Hygiene 
(twenty), Ophthalmic Medicine and Surgery (twenty-five), and 
Medical Radiology (three). Diplomas in Anaesthetics were 
granted to the successful candidates whose names were 
published in the reports of the meetings of the Royal College 
of Surgeons of England in the Journal of June 25 (p. 1395) 
(twenty-four) and in the Journal of July 30 (p. 265) (seven). 
Diplomas in Public Health (twelve), Psychological Medicine 
(seventeen), and Laryngology and Otology (seven) were granted 
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to the successful candidates whose names were published in 
the report of the meeting of the Royal College of Surgeons of 
England in the Journal of July 30 (p. 265). 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


An ordinary meeting of the Council of the Royal College of 
Surgeons of England was held on July 28, with the President, 
Mr. Hugh Lett. in the chair. 

The cordial congratulations of the Council were given to 
Sir Holburt Waring and Sir James Walton on receiving the 
Order of Officer of the Legion of Honour. 

The Council accepted, with grateful thanks, the very valuable 
gift by Sir William Willcox of a chair which was formerly 
the property of John Hunter. 

Mr. W. Sampson Handley was reappointed to the Executive 
Committee of the Imperial Cancer Research Fund. 


Diplomas 


Diplomas of Membership were granted to the following 
candidates, who have passed the final examination in patho- 
logy, medicine, surgery, and midwifery of the Conjoint 
Examining Board in England: 


Mignon B. S. M. Alexander, J. MacC. Almond, A. G. Apley, 
L. D. Arden, A. G. Arnold, J. B. Atkins, Beryl Badham, R. B. T. 
Baldwin, H. H. Barst, Romana G. Bartelot, O. D. Beresford, 
CN. Berry Bevan, Natalie S. Blumenfeld, E. J. Bowmer, 
B. R. Bray, D. A. G. Brown, D. J. A. Brown, Amelia E. Burch, 
N. C. Burnley-Jones, A. E. Burton, J. Burton, K. A. Butler, 
H. D. Li. Campion, G. D. Carter, Katherine H. Child, N. G. 
Chitnis, H. D. Cockburn, Gwendoline E. Cockrem, L. H. Cooper, 
M. P. M. Cooray, R. I. G. Coupland, R. J. N. Crozier, T. W. B. 
Cull, K. H. S. Dalliwall, A. J. Daly, G. E. David, H. D. Davies, 
R. G. Davies, A. F. W. Davis, M. V. H. Denton, Dorothy E. M. 
W. M. Diggle, W. Donohue, Mary W. Dowding, 

A. C. Edwards, E. O. Evans, J. B. Evans; J: Ae Po Evans; 
B. R. Fink, Foster, W. F. Frazer, P. S. Fuller, H. Gardner, 
Ysobel M. Garland, G. H. K. Gentle, A. Giordani, Mabel L. 
Glenny, L. Goodman, M. R. Grace, C. L. Greenbury, Margaret 
M. H. Halliday, Fatheya Hamed, G. J. Harrisson, W. J. Hay, 
G. M. Heap, E. A. Hedberg, J. P. Henry, A. G. Heppleston, 
E. J. F. Hinde, Isobel T. Hinde, C. H. Hoskyn, R. N. Houlding, 
A. Howard, G. OQ. Hughes. G. L}. Humphreys, Barbara J. Hussey, 
B. A. Irvine, 1. G. Isaac, §. R. Jadhav, Winifred N. K. Jagger, 
J. 1. P. James, S. R. James, D. H. Johnston, Iola LI. T. Jones, 
M. T. I. Jones, P. H. Kendall, A. H. Khan, J. B. Kinmonth, J. C. 
Kitchin. Guan-Bee Kruatrachue, D. R. Levinson, A. W. Little, 
W. V. Livingston, Eluned M. Lloyd-Davies, S. Locket, R. J. J. 
Lockhart, Violet L. Lutwyche, Margaret P. Lyon, Eileen M. R. 
McKee, G. T. B. Mackinnell-Childs, Margaret E. M. McLaughlin, 
A. G. McPherson, D. E. Macrae, P. F. Malim, H. Matthews, 
A. H. Mayne, B. E. Miles, J. Mills, W. F. Mindham, Elizabeth M. 
Mitchell, T. J. Montgomerie, 7, &. Morley, S. Mottershead, M. L. 
Mundy, J. D. N. Nabarro, L. Nancekievill, R. E. Newman, 
L. A. Nichols, Irene Nye, G. Oppenheimer, E. N. Owen, LI. P. 
Owen, J. L. Palestrant, P. W. J. Parkes, Elfriede K. J. Paterson, 
B. M. Phillips, T. J. A. Phillips, W. Phillips, J. G. B. Platts, 
C. Ponnambalam, J. S. Prichard, J. H, —* R. Ramsay, Barbara J. 
Raven, W. J. Rees, G. I. Rees-Jones, Reverson, H. M. Rice, 
J. F. Rickards, D. L. Ridout, Nancy “ Robbins, Margaret J. 
Rowley, L. Saunders, A. Shannon, P. H. Shorthouse, P. S. Silver, 
‘Simpson, Cc. §S. Smith, Southern, R. H. Spicer, 
Margaret J. Stafford, G. R. Staley, R. W. Stevenson, N. G. 
Straschun, A. R. D. "Stuart, V. K. Summers, R. B. Terry, D. S. 
Theron, D. M. Thomson, Cecile P. Thrupp, J. Todd, P. Unwin, 
K. W. Vandy, A. M. Wadsworth, Joan Wagstaff, Annie M. B. 
Walker, Mary E. Ward, J. Watson, J. M. Watson, G. L. Way, 
A. L. J. Webb, Dorothy J. Webber, R. Welply, H. Whitmore, 
J. H. Whittles, L. L. Whytehead. Cc. F. H. Wiessner, W. W. 
Wiggins-Davies, A. J. Wilson, P. Wilson, R. G. B. ‘Woollatt, 
B. M. Wright, G. M. Wright. 


Diplomas were granted jointly with the Royal College of 
Physicians of London as follows: 


DiptoMa IN TrRopiIcaL MEDICINE AND HyGiENE.—G. A. Armstrong, 
A. K. Choudhuri, Hilla Damry, . AL S'S, — G. Fraser, 
Ivanoel Gibbins, G. R. Handy, Ruth M. Harris, A. G. Hemsley, 
R. A. Hughes, H. M. McGladdery, B. B. G. Nehaul, Alexandrina 
M. M. Sag R. Sandler, A. R. Shah, G. E. S. Stewart, 
M. Trivedi, R. J. Vakil, R. C. Vevaina, A. B. Weir. 

OPHTHALMIC MEDICINE AND SuRGERY.—M. Y. Alurkar, J. 
Cotelingam, G. C. Dansey-Browning, T. Das, R. E. Dave, J. G. 
Dillane. M. H. Gomaah, J. R. Henderson, Doreen A. et ay 
M. U. Khan, S. W. T. Lee. I. S. McGregor, A. R. McKelvie, T. C. 
Meurer, - A. Nair. A. H. Osmond, H. Pearlman, F. J. A. 
Pockley. P. C. Sen, B. S. Sharma, Jane "A. M. Shepherd, T. P. N. 
Sinha. M. B. R. Sunderrao, W. O. G. Taylor, M. O. Youssef. 

MepicaL Raptorocy.—G. FE. Church, N. A. Lawler, H. C. 
Simchowitz. 


The following hospitals were recognized under paragraphs 
21 and 23 of the Fellowship regulations: Llandough Hospital, 
Cardiff (first and second house-surgeons); Northampton 


General Hospital (first and second house-surgeons) ; Victoria 
Hospital, Blackpool (house-surgeon to Unit No. 1); Royal 
Lancaster Infirmary (conditional recognition) (first and second 
house-surgeons). The following hospitals, given temporary 
recognition up to the present, were given further recognition 
for the periods specified: Grimsby and District Hospital (senior 
and junior house-surgeons, till July, 1939): Warneford, 
Leamington, and South Warwickshire General Hospital 
(resident house-surgeon, till July, 1939): Prince of Wales’s 
Hospital, Plymouth and Devonport (senior house-surgeon, till 
December, 1938); Cornelia and East Dorset Hospital, Poole 
(first house-surgeon, till December, 1938). 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


A quarterly meeting of the Royal College of Physicians of 
Edinburgh was held on July 19, with the President, Dr. 
Alexander Goodall, in the chair. 

Dr. Frederick George Gibbs (Edinburgh), Dr. Samuel Roy 
Burston (Adelaide, Australia), and Dr. Henry Anstey Cookson 
(Sunderland) were elected Fellows. 


CONJOINT BOARD IN SCOTLAND 


The following candidates, having passed the requisite exam- 
inations, have been admitted L. Re PEd, LRCS Ed, 
L.R.F.P. and S.Glas.: 


Geraldine C. W. Amies, G. Ander, G. Andrae, L. M. Arnold, 
S. Aranoff, B. S. Baswani, Hertha Beck, E. Bischofswerder, 
G. Blum, G. N. Brumberger,.D. Burnett, F. R. Cadigan, F. D. 
Campbell, S. Childs, A. B. Cowan, M. D. Edwards, L. Feit, 
C. Finder, A. T. Freeland, Maria Fulles, H. A. Gentzsch, E. W. 
Goldstein, R. Herzberg, E. A. Hirsch, Emmy Honigsberger, S.J: 
Kohle, H. G. Koretz, Susanne Koretz, J. N. Lennox, J. Livingstone, 
We McConnell, J. F. McKenna, M. W. Maged, J. Malgeri, 
C. Mandelstam, E. L. Morel, A. Naddell, L. Naftalin, R. A. 
Neumann, T. Parker, FS: Patterson, H. B. Pogner H. R. R. E. 
Ramesar, Z Rosenbaum, H. Rothman, R. J. Rowland, L. Sackov, 
N. 1. Shaaban, Cecile Shapiro, Fr. Skeoch, S. Sommers, E. Strisiver, 
Teodora Taslakova, W. A. L. Tucker, I. S. Walker, 
W. Walls, J. G. Waugh, C. M. N. Williams. 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates have passed in the subjects indi- 
cated : 


SurGery.—V. M. Attenborough, H. J. Dismorr, V. W. J. Hetreed, 
E. V. Irwin, R. Lipkin, A. E. Rampling, F. Schwartz, J. A. Taylor, 
M. Tombuk, C. Webb. 

MepicineE.—F. B. Akeroyd, W. J. Bold, H. R. Butler, P. H. 
Davies, R. E. D. Ellis, W. A. Groom, J. M. Hardy, R. Lipkin, 
T. I. Thomas, T. W. Weston, C. W. Williams. 

Forensic MEDIcINE.—F. B. Akeroyd,, W. J. Bold, H. R. Butler, 
P. H. Davies, R. E. D. Ellis, W. A. Groom, J. M. Hardy, 
R. Lipkin, T. I. Thomas, J. W. Weston. 

Mipwirery.—P. Baker, V. W. J. Hetreed, I. J. Mathias, C. E. 
Winterstein. 


The diploma of the Society has been granted to F. B.e 
Akeroyd, V. M. Attenborough, W. J. Bold, R. E. D. Ellis, 
W. A. Groom, R. Lipkin, F. Schwartz, J. A. since C. Webb. 


Medical Notes in Parliament 


On July 29 a Royal Commission signified the Royal 
Assent to all Bills awaiting it, including the Finance Act, 
Young Persons Employment Act, Nursing Homes Regis- 
tration (Scotland) Act, Food and Drugs Act, and the 
Divorce (Scotland) Act. . Statutes which have passed 
earlier in the session include, among Government legisla- 
tion, the Air Raid Precautions Act, Blind Persons Act, 
Holidays with Pay Act, three Housing Acts, Mental 
Deficiency Act, Milk (Extension and Amendment) Act, 
National Health Insurance (Amendment) Act, National 
Health Insurance (Juvenile Contributors and Young 
Persons) Act, Population (Statistics) Act, and the Super- 
annuation (Various Services) Act. The Limitation Bill 
and the Marriage (Scotland) Bill await further examina- 
tion and will presumably be dropped for this Session. 
Private Members’ Bills which have reached the Statute 
Book include the Baking Industry (Hours of Work) Act, 
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Children and Young Persons Act, Dogs (Amendment) Act, 
Infanticide Act, Nursing Homes Registration (Scotland) 
Act, Prevention and Treatment of Blindness (Scotland) 
Act, Registration of Stillbirths (Scotland) Act, Street 
Playgrounds Act, and Workmen’s Compensation (Amend- 
ment) Act. Private Members’ Bills which have not passed 
are the Contraceptives Regulation Bill, the Local Authori- 
ties (Hours of Employment in connexion with Hospitals 
and Institutions) Bill, and the Prohibition of Vivisection 
on Dogs (Scotland) Bill. The first two have been dropped. 


Before the Nursing Homes Registration (Scotland) Act 
received the Royal Assent the House of Commons 
accepted, as an agreed compromise, the House of Lords 
amendment authorizing the Department of Health for 
Scotland to exempt Christian Science homes from the Act. 


Both Houses have adjourned till November 1, unless 
summoned earlier for urgent business. The King’s 
Speech will be read on November 8. 


Milk (Extension and Amendment) Bill 


In the House of Lords on July 19 the Eart oF FEVERSHAM 
moved the second reading of the Milk (Extension and Amend- 
ment) Bill. 


Lord Mar.ey asked whether pasteurized milk was provided 
for children in the schools, and, if not, what steps were taken 
to ensure that the milk provided was clean and not likely to 
cause any illness. He said it was a tragedy that there should 
be any delay in the provision of milk for expectant and nursing 
mothers. 


The Eart OF FEVERSHAM said that according to the returns 
made to the Board of Education at the end of last March 
2.672,000 children in elementary schools in England and Wales 
were taking milk under the milk-in-schools scheme. That was 
161,000 more than on the corresponding date last year. Both 
the source and quality of the milk supplied had to be approved 
by the medical officer of health in the area. Where possible, 
in the larger urban areas and the great cities the medical officer 
of health insisted on pasteurized milk where it was available. 
In those areas served by rural districts pasteurization was not 
always possible, and the milk of attested herds was used. 
Under the Bill an increased sum for milk was being devoted 
to schemes organized by local authorities not only for children 
attending elementary schools but for nursing and expectant 
mothers. It was a feature of the Bill that in order to accelerate 
this service, an extra £250,000 was being provided until the 
Gevernment’s long-term proposals could be placed before 
Parliament. 


The Bill was read a second time. 


Mental Patients in Divorce Proceedings 


On July 19 Mr. SorENSEN asked the Minister of Health 
whether his attention had been drawn to the recent state- 
ment of the chairman of the Board of Control at the annual 
meeting of the Mental Hospitals Association respecting mental 
patients affected by divorce proceedings, and obligations on 
the part of a medical superintendent definitely to express his 
opinion in reply to questions by petitioners or petitioners’ 
solicitors whether a patient was or was not curable: and 
whether he proposed to circularize mental hospital committees 
to this effect. 

Mr. Bernays said he understood that the Mental Hospitals 
Association circulated to their members a communication on 
this subject from the Board of Control last January. On the 
information before him the Minister of Health was doubtful 
whether it was necessary to issue a circular to mental hospital 
committees. 


Grants to Edinburgh and Glasgow Universities 


On July 19 Mr. G. Morrison asked the Secretary of State 
for Scotland whether he could make a statement on the report 
of the Special Committee under the chairmanship of Lord 
Alness on the applicatioa by the Scottish universities for 


grants from the Education (Scotland) Fund. Mr. Corvitte 
replied that after careful consideration of the terms of the 
report he had decided that, in accordance with certain of its 
recommendations, grants of £4,000 and £12,000 should be paid 
from the Education (Scotland) Fund to the Universities of 
Edinburgh and Glasgow respectively before July 31, the end 
of their present financial year. With regard to 1938-9 and 
future years, he hoped that the state of the Fund would also 
make it possible for him to give effect to the recommenda- 
tions of the report. The payments in the current year to 
the Universities of Edinburgh and Glasgow must not be 
regarded as in any sense implying acceptance of the principle 
that the Scottish universities might rely on the Education 
(Scotland) Fund to meet any future deficiencies which they 
might incur. The claims of each university on the Fund 
must be considered each year in the light of the financial 
and other circumstances that might arise, and of the annual 
reports which it would, under statute, be the duty of each 
university receiving assistance to submit to him. 


Health of Mine Workers 


In committee of the House of Commons on July 25 the 
vote for the Mines Department was considered. Captain 
CROOKSHANK referred to the work of the Safety in Mines 
Research Board. He said that the programme of pit-head 
baths was going rapidly forward. Apart from official work, 
a great deal was being done by all sorts of technical bodies, 
which were constantiy making investigations and discussing 
them at their meetings. Noise seemed to him to-day to be 
one of the urgent problems that had to be considered. A 
great many miners felt that with the coming of the machine 
they did not hear the natural noises which in the past acied 
as warnings to them. Much research could therefore be done 
into this problem. He was not able to state when the report 
on the investigations int@ silicosis was likely to be produced. 
The inquiry was being pressed on, however. 


Medical Refugees and the Colonial Medical Service 


On July 25 Sir ERNest GRAHAM-LITTLE asked the Secretary 
of State for the Colonies whether, in view of the large number 
of able and qualified doctors at present refugees from Greater 
Germany, he would consider the possibility of appointing some 
of them to subsidiary positions in the Colonial Medical Service. 

Mr. MaLtcoLM MacDona LD said it was not quite clear what 
posts Sir Ernest Graham-Little had in mind when he referred 
to “subsidiary positions in the Colonial Medical Service.” 
Admission to the Unified Colonial Medical Service was neces- 
sarily confined, broadly speaking, to persons of British 
nationality, though a person born or ordinarily resident in 
a Colony, Protectorate, or Mandated Territory was not 
excluded. If the reference was to minor posts in the local 
health services, it had been the settled policy for some time 
to train the inhabitants of the various Dependencies to under- 
take this type of work, and eventually to take over the 
higher branches of medical and public health work as they 
became qualified to do so. He did not think it was practicable 
to envisage any general scheme by which foreign medical 
practitieners could be incorporated in the State medical services 
of the Colonial Dependencies. 

Sir ERNEST GRAHAM-LITTLE further asked the Secretary of 
State for the Colonies whether he was aware that, whereas the 
number of persons to each qualified doctor in Great Britain 
was approximately 1,000, in some parts of the British Colonies 
the proportion was as high as 100,000 to one; and whether, 
in these circumstances, he had under consideration any plans 


_ for increasing the personnel of the Colonial Medical Service. 


Mr. MaLtcotmM MacDonatLp replied that the ultimate objec- 
tive at which the Colonial Office was aiming in developing the 
medical services of the Colonial Dependencies was to bring 
the best modern medical resources within the reach of the 
whole of the peoples of the Dependencies. It would be 
impossible in most cases to give accurate figures regarding 
the proportion of qualified medical practitioners to the popula- 
tion in each Dependency without reference to the Colonial 
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Governments. Nor indeed would such figures give a reliable 
picture of the position, since a single Dependency might con- 
tain areas at very different stages of development. There 
was no doubt that in some areas we were very far from 
having attained the objective which he had defined. On the 
other hand. there were many places where ample medical 
facilities. both public and private, were available. The public 
health services of the Dependencies were being continually 
developed. as funds and circumstances permitted, but, having 
regard to the large areas and populations to be covered, it 
was clear that the eventual attainment of the objective must 
depend not on an indefinite increase in the number of 
imported medical officers but on the progressive training of 
medical staffs drawn from the local inhabitants. The policy 
of training such staffs was being actively pursued wherever 
possible. 

In the meantime the responsibility for the education of the 
local populations in the many aspects of preventive medicine, 
for the organization of the public health services, and for 
the treatment of disease rested principally on the members 
of the Colonial Medical Service, and there could be no doubt 
that for many years to come that Service would continue to 
call for a steady flow of recruits of the best personal and 
professional type from this country. The present state of 
recruitment for the Service was satisfactory, and it could 
not be said that the demand substantially exceeded the supply 
of fully suitable candidates. There had been some recent 
difficulty in recruiting for service in the West African De- 
pendencies, but he had no reason to suppose that this difficulty 
was other than temporary. 


Working Hours of Nurses 


On July 26 Mr. BULL asked the Minister of Health whether 
his Department had considered the working of the ninety-six 
hour jortnight for nursing staffs in general, with special refer- 
ence to the London County Council scheme : if he was aware 
that aspects of this scheme, so far as night duty was concerned, 
were resented by the staff: and if he would consider the 
possibility of evolving some agreed system of hours affecting 
all nurses which loca] authorities could introduce without 
essential modification. 

Dr. ELtiot said that his attention had been drawn to the 
decision of the London County Council to introduce a ninety- 
six-hour working fortnight for nurses in their employment, 
but he was unable to make any general statement on this 
subject pending the issue of a report by the Interdepartmental 
Committee which was considering the conditions of service 
of nurses. 


Grants for Cancer Research 


Mr. W. GREEN on July 26 asked the Chancellor of the 
Duchy of Lancaster, as representing the Lord President of 
the Council, the amount of public grant made during the last 
twelve months towards the cost of cancer research involving 
experiments on living animals, and the amount granted in 
respect of such research not involving such experiments. Earl 
WINTERTON said that the amount expended by the Medical 
Research Council from public funds during the last financial 
year On investigations into the nature and cause of malignant 
disease and methods for its treatment was approximately 
£6.000. in addition to which valuable quantities of radium 
were lent to hospitals for this purpose. It was not practicable 
to give separately the cost of such parts of this work as 
involved experiments on animals. 


Health and Hygiene in British Ships 


On July 26 Mr. Winpsor asked the President of the Board 
of Trade if, during 1937, of 6,664 vessels subjected to sanitary 
inspection by the Hull and Goole port health authority, 
1,670 were found to have defects; whether he would con- 
sider the advisability of strengthening existing powers for 
ensuring proper standards of maritime hygiene, initiate 
measures to secure a more rigid compliance on the part of 
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shipowners with the rulings of responsible medical authori- 
ties, and take steps to secure the observation of essential 
standards of cleanliness in all British ships. 


Mr. OLIVER STANLEY said that the port health authorities 
had full powers under the Public Health Acts to require the 
abatement or themselves abate on ships within their districts 
insanitary conditions or other nuisances injurious to health. 
The duty of seeing that crews’ quarters were kept in a fit 
condition fell primarily on the master as representative of 
the owners. The Shipping Federation and the National 
Union of Seamen had recently set up a joint committee to 
consider methods of improving the standard of comfort and 
cleanliness in crews’ accommodation. As regards structural 
defects, close co-operation was maintained between officers 
of port health authorities and Board of Trade surveyors, and 
in appropriate cases suitable measures were taken under the 
Merchant Shipping Acts. 


Tuberculosis in the Grinding Industry 


During the discussion on Home Office administration in the 
House of Commons on July 27 when a motion was made for 
the second reading of the Appropriation Bill, Mr. MARSHALL 
said the whole scheme of the Metal Industries Silicosis Order 
was too narrow. All allied diseases such as pulmonary tuber- 
culosis were excluded. If the present eliminatory process 
caused by introduction of new tools in the grinding industry 
went on very few workers would come under the scheme in 
a few years. The silicosis scheme centred on the metal 
grinders of Sheffield, where the medical officer of health, Dr. 
Rennie, reported that cases among 4,600 grinders numbered 
149. Among these grinders the death rate from respiratory 
tuberculosis was four times the rate for all persons over 15 
in Sheffield, although the new abrasive wheel which was to 
bring about a revolution in the industry had been in operation 
in many cutlery factories in Sheffield for twenty-five years. 
There were more cases of tuberculosis among Sheffield 
grinders than among the miners and stonemasons in the city. 
Phthisis, fibrosis, and tuberculosis were all rampant among 
grinders, and the decrease had been much less than the 
decrease among the general population. Yet the silicosis 
scheme excluded men who had worked for three years on the 
abrasive wheel. File-grinders were excluded because safe- 
guards were provided in their case. The Home Secretary 
should investigate the matter with a view to bringing in the 
men who suffered from these diseases and could prove that 
the disease arose out of their employment. a 

Mr. TOMLINSON spoke of workers in Lancashire who were 
affected by dust in the card rooms. He said the medical 
explanation of what took place in the sufferer as the result 
of the inhalation of this dust had varied very little over a 
period of years. The difficulty of dealing with the question 
was said by representatives of the Home Office to be due 
to the fact that it was not possible to draw a line between 
the individual who contracted the disease in the card room 
and the individual who might contract a similar disease 
outside. Other persons contended that this line could be 
drawn, and he hoped that, as a result of his raising the 
question that afternoon, some relief could be brought to the 
sufferers. 

Mr. JouN spoke of the difficulty of a miner securing certifi- 
cation for nystagmus. He said the medical referee at present 
was judge, jury, and court of appeal in one. A man might 
be certified by his own doctor and by the certifying surgeon 
to be suffering from nystagmus, but if the medical referee 
certified that the man was not so suffering, that decision was 
final. Even the British Medical Association said that was too 
much responsibility for one man and that there ought to be 
at least three men forming a Board. 

Earl WINTERTON, replying to the debate, said the officials of 
the Home Office and the Home Secretary were alive to the 
importance of silicosis. The disablement cases certified by 
the Medical Board in the refractories industries were less than 
five in each of the last five years except one year when there 
were seven. The figures for potteries had fallen in the same 
five years from 70 to 41. and for stonemasons outside the 
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sandstone industry from 72 to 56. The figures for metal 
grinding were 8 in 1937. Prevention in coal mining and sand- 
stone quarrying was a matter for the Mines Department. The 
extension of the Factories Act to cover builders’ yards and 
building operations would permit further regulations. There 
were legislative difficulties in the way of bringing the Sheffield 
class of “ litthe masters” under the Act. It seemed hard that 
workmen still employed in grinding after June, 1927, might 
get compensation if they became affected, while workmen not 
employed after that date were outside the scheme, but it 
would be difficult to make the scheme retrospective. 


The question of men in the grinding industry who suffered 
from a mixture of silicosis and tuberculosis was intertwined 
with one matter which was under consideration and another 
which was sub judice. A committee had been appointed by 
the Medical Research Council which was inquiring into the 
incidence of pulmonary diseases other than those which could 
be definitely diagnosed as silicosis. The report of that com- 
mittee would not be available until the middle of next year, 
and the question was also mixed up with workmen’s com- 
pensation. The Home Office recently placed before repre- 
sentatives of employers and trade unions revised proposals for 
amending the silicosis scheme. These included extension of 
examinations to workers in additional processes in the pottery 
industry, particularly in the manufacture of earthenware. The 
Home Office had no evidence to show that the silicosis com- 
pensation scheme should be extended to slate workers in North 
Wales, but the Mines Department was inquiring into the 
working conditions, and in the light of the results it would 
be considered whether a further medical inquiry should be 
undertaken. It would be difficult before the middle of next 
year to get the results of the inquiry being made under the 
auspices of the Medical Research Council into diseases of 
a pneumonic character in mines. There had been 5,000 cases 
investigated, and it would be necessary to examine the workers 
at another colliery. 


The Stewart Committee had presented a report in January 
containing recommendations on miner’s nystagmus. He could 
not say whether the whole or part of that report would be 
implemented. The question of card-room operators was 
extremely difficult from a medical point of view in ascertain- 
ing whether the workmen suffered from bronchitis or asthma 
due to dust or due to natural causes. The committee appointed 
last year to go into the matter had heard evidence, had 
carried out statistical investigations, and was now considering 
its report. 

The debate was concluded and the Appropriation Bill was 
read a second time. 


Scottish Department of Health 


Mr. COLVILLE, answering Sir Samuel Chapman on July 28, 
said the Departmental Committee on Scottish Administration, 
of which Sir John Gilmour was chairman, recommended 
four main Scottish Departments each in charge of a Secretary 
directly responsible to the Secretary of State. Health would 
be one Department. The Board of Control would be recon- 
stituted with a full-time instead of a part-time chairman, 
and its work, as well as that of the Registrar-General, 
brought more closely into relation with the Department of 
Health. The day-to-day administration of these Departments 
would be conducted from Edinburgh. The Government was 
in general agreement with these regulations and would intro- 
duce legislation early next session. 


Major Stuart Blackmore 


Dr. Hapen Guest asked on July 28 whether Sir Samuel 
Hoare was aware of the circumstances leading to the death 
of Major Stuart Blackmore, chief medical adviser, Air Raid 
Precautions Department, Home Office, as a result of over- 
work and other adverse conditions, and that Major Blackmore 
left a widow and two children, and whether he would inquire 
into all the circumstances and into the propriety of recom- 
mending special provision for the dependants. 


Sir Samuet Hoare said in reply that Major Blackmore was 
a valued servant of the Air Raid Precautions Department, 
of which he had been chief medical officer since early in 1936, 
and his recent death was a great loss to the Department. It 
was not possible to make any grant to the widow from public 
funds. No pension was payable to the widow of any civil 
servant, whether established or unestablished, and a gratuity 
was only payable in the case of an unestablished officer where 
at the time of his death he had not less than fitteen years’ 
service. 

Dr. Hapen Guest asserted that certificates showed that in 
the opinion of the doctors who attended Dr. Blackmore the 
unusual circumstances of his work contributed materially to 
his death. Dr. Guest asked Sir Samuel to investigate why, 
seven days before Major Blackmore's death, a letter was sent 
to him informing him that his pay had been stopped—a 
knock-out blow to a man on his death-bed. 

Sir SAMUEL Hoare said that in respect of the dependants he 
was bound by statute law. He would look into the point 
about pay. Major Blackmore was ill upon several occasions 
during his employment by the Air Raid Precautions Depart- 
ment, and those who knew the circumstances of the case at 
the time would say that the Home Office treated the case with 
the greatest sympathy. 


Mental Hospital Accommodation in Lancashire 


Answering Mr. Porritt on July 29, Dr. Etuior said the 
number of patients in the Lancashire mental hospitals on 
January | last was 14,339, Proposals had been approved to 
increase the accommodation at four of the mental hospitals 
by 965 beds, and other proposals were under consideration 
for adding a further 300 beds. Plans were also being pre- 
pared for a new mental hospital of 1,000 beds. The patients 
in the mental hospitals in Lancashire in each of the last five 
years on December 31 were: 


Males Females Total 
1936 .. 14.075 
1937 2. AID” 14,339 


The patients who recovered sufficiently during those years to 
be discharged were: 


Males Females Total 


Dr. Elliot further informed Mr. Porritt that the weekly 
hours of duty expected from the nurses in the mental hos- 
pitals in Lancashire were fifty-two exclusive of time off duty 
for meals. The proportion of nurses to patients was approxi- 
mately one nurse to eleven patients by day and one nurse 
to fifty-six patients by night. 

Mr. Porritt asserted that there was a great shortage of 
nurses in these institutions, and that the proportion to 
patients should be one in six. Dr. E.viiorr agreed that there 
was a shortage in many institutions. 


Jamaican Medical Service Appointment 


Mr. Creech Jones asked on July 28 whether the attention 
ef the Secretary of State for the Colonies had been drawn 
to an advertisement for a doctor born in the United Kingdom 
and of European parentage to serve in Government medical 
service in Jamaica ; whether it was the policy of His Majesty’s 
Government that discrimination should be established in this 
and other appointments in the West Indian colonial services ; 
and on what grounds this discrimination was advertised. 
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Mr. MALCOLM MacDonaLp, in his reply, assumed Mr. 
Jones referred to the advertisement for a health officer in the 
Government Medical Service in Jamaica which appeared in 
the British Medical Journal and the Lancet of May 28, 1938. 
That advertisement stated that candidates must be British 
subjects of European parentage, because the Governor in 
reporting the vacancy stated that there was no suitable 
qualified officer available in the Colony. It was assumed, 
therefore, that no useful purpose would be served by inviting 
applications from Jamaicans. Far from there being any dis- 
crimination against the appointment of West Indians in the 
local government services in the West Indies, it was the 
settled policy to utilize the services of local persons for 
appointments for which they were suitable and qualified. 


Incidence of Tuberculosis in the Gold Coast.—On July 20 
Mr. MALCOLM MACDONALD said that in the report of the Gold 
Coast Medical Department for 1936 the senior medical officer 
in the Western Provinces described the incidence of pulmonary 
tuberculosis in the mining area as abnormally high. A new 
hospital, equipped with high-power x-ray apparatus, had been 
built at Tarkwa. Two officers of the Medical Department, 
working in close collaboration with the mine’s medical officers, 
had been posted to Tarkwa to conduct an investigation into 
the incidence of tuberculosis and silicosis. 


Diphtheria Incidence and Mortality after Inoculation—On 
July 25 Mr. WEDDERBURN informed Mr. McGovern that in 
Edinburgh out of approximately 27,000 children inoculated 
against diphtheria since 1924, 140 had suffered from diph- 
theria and three had died. In Aberdeen, out of approxi- 
mately 4,500 children so inoculated since September, 1936, 
twenty-three had suffered from diphtheria and none had died. 
Information relating to Dundee and Glasgow was not available. 


Availability of Atebrin and Plasmoquine-—Mr. D. ADAMS 
on July 26 asked the Secretary of State for War what pro- 
portion of the new drugs now being employed in combating 
malaria in the British tropical Empire, especially atebrin and 
plasmoquine, came from countries outside the British Empire, 
and whether stores: of these drugs were maintained with a 
view to ensuring that, in the event of war, tropical territories 
and the British Army would be safeguarded from disease 
epidemics. Mr. Hore-BELISHA said that there was no tech- 
nical difficulty in making these drugs which came from outside 
the British Empire. Stocks were held and quantities were 
reviewed from time to time. The question whether stocks were 
maintained for use by the civil populations of tropical terri- 
tories was one for the governments of those territories. 


Health Services in Trinidad—On July 26 Mr. MaAtco_m 
MacDOoNnaLp, replying to Mr. Creech Jones, said that progress 
had been made towards implementing the recommendations 
of the Trinidad Commission. He circulated an account of 
the progress made, in which it was stated that under the 
heading ‘*“ Medical and Health Services” a draft Ordinance 
had been prepared to transfer the executive functions of the 
Central Board of Health to the Director of Medical Services. 
As regarded housing, the Governor contemplated the estab- 
lishment of a town-planning and housing authority, which 
would carry out a far-reaching plan of slum clearance. 
Legislation was being drafted for this purpose. 


Mentally Defective Children in Lancashire-—The number 
of children ascertained to be mentally defective within the 
meaning of the Education Act, 1921, on December 31, 1929, 
was 4,848, or 0.67 per cent. of the average number on the 
registers of the public elementary schools in Lancashire, and 
on December 31, 1937 (the latest date for which figures are 
available), 3,702, or 0.56 per cent. of the average number on 
the registers. These figures do not include children of school 
age notified to the mental deficiency authority as ineducable 
or on other grounds. 


Bandages in Prison Surgery—Mr. told Mr. 
Davidson on July 29 that cotton bandages used at Barlinnie 
prison for retaining dressings and found to be unsoiled after 
use were sent to the laundry, where they were steeped in 


lysol and then thoroughly washed before being returned to 
the surgery for further use. His information was that the 
conditions were hygienic, but he would look into the point. 
Soiled bandages were burned, and no bandage which had 
been in contact with a wound was used again. Gauze 
bandages were not used twice. Replying to Mr. Gallacher, 
Mr. Colville said that when a prisoner at Barlinnie was given 
medicine in his cell his own spoon was used. If medicine 
was given in the surgery or workshed the spoon was washed 
and dried with a towel on each occasion. Prisoners with 
infectious diseases were isolated and their own spoons used 
and then sterilized. In the subsequent debate Mr. Colville 
announced that it was expected that the new Criminal Lunatic 
Asylum for Scotland and the State Institution for Defectives 
would be ready for occupation next year. 


Regional Medical References—The number of incapacity 
and consultation references made by approved societies during 
1937 to the regional medical staff in England and Wales was, 
Dr. Elliot states, 459,606. During the year 128,621 insured 
persons received “declaring off” certificates before the date 
fixed for examination, while 91,305 did not attend for exam- 
ination; 237,828 insured persons were examined and, in 
the opinion of the examining officers, 175,212 were incapable 
of work and 62,616 were not incapable of work. 


Working Hours of L.C.C. Nurses——Dr. states that 
the London County Council decided on May 18 last that as 
from July 1 a ninety-six-hour fortnight should be substituted 
for the existing hours of work of nurses. The scheme has 
been put into operation at a number of hospitals, but it has 
not yet been possible to recruit the numbers of staff necessary 
to put it into full operation. 


Silicosis in Tin Miners.——Between June 1, 1931, and May 
31, 1938, the Silicosis Medical Board certified fifty tin miners 
to be disabled by the disease and certified in thirty-seven 
cases that death was due to the disease. In twenty-five of 
the fatal cases the workmen had previously been certified to 
be disabled. For the year ending May 31, 1938, there were 
five fatal cases (four of which had previously been certified 
as disabled) and ten cases of disablement. 


Notes in Brief 


On March 31, 1938, as compared with October 1, 1937, in 
spite of a fall of 38,000 in the number of children in the 
schools of England and Wales, there was an increase of 
74,000 in the number receiving free milk and of 99,000 in the 
number paying for milk. 


In 1937 the fatal accident rate to persons under 18 in coal 
mines was 0.89 per 1,000 employed, and the reportable injury 
rate 5.86 per 1,000. The comparable rates in respect of 
persons of 18 years and over were, for fatal accidents 1.09 per 
1,000, and for reportable injuries 4.02 per 1,000. 


In 1937 compensation was paid under the Workmen's Com- 
pensation Acts for these new cases of industrial disease: 
nystagmus, 1,165, or 1.5 per 1,000 persons employed; beat 
hand, 1.212, or 1.5 per 1,000: beat knee, 4,848, or 6.1 per 
1,000; beat elbow, 700, or 0.9 per 1,000; synovitis, 373, or 
0.5 per 1.000: and other diseases, 129, or 0.2 per 1,000. None 
of the cases was fatal. 

Sir Samuel Hoare stated on July 28 that he had received 
the report of the committee appointed to consider the 
evacuation of the civil population from certain areas in time 
of war. He would take the matter up at once. 

Of 58.547 applicants for entry into the Royal Navy and 
Royal Marines for the year ended March, 1938, 22,039 were 
rejected on medical and dental grounds. 

In England and Wales during the six months ended March 31 
last 181,944 houses were built, which is a record for any 
half-year. 

The number of disability pensioners at March 31, 1938, was 
approximately 434,700. 

In England and Wales the majority of local education 
authorities who are conducting courses of instruction for 
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unemployed boys and girls have made arrangements for 
medical inspection, either monthly or at more frequent 
intervals. In Scotland, until the passage of the Unempioy- 
meat Insurance Act, 1938, the powers of education authorities 
with regard to medical services at courses of instruction were 
limited to a general power to provide medical supervision. 
It has not yet been possible for any authorities in Scotland 
to make arrangements under the new Act. 


EPIDEMIOLOGICAL NOTES 
Poliomyelitis 


The seasonal rise in England and Wales in the prevalence 
ot acute poliomyelitis, noted in the last two issues of the 
Journal, continues, although the situation calls for no 
undue alarm. During the week under review 41 cases 
were notified, compared with 19 in the previous week, 
while in the corresponding week last year 17 cases were 
recorded. Of the 41 cases one-half occurred in twenty 
difierent areas, ranging from INorthumberland to Cornwall, 
while in no town were more than four cases notified during 
the week. In the past three weeks 83 cases were notified 
with 9 deaths. Cases were notified during the last three 
weeks in: Braintree 17 (1 death), Halstead 19, Swansea 5 
(1 death), Pontyates 4 (1 death), Farnham 4 (3 deaths), 
Grimsby and Cleethorpes 7, Reading 3 (1 death), Felstead 
6, Worthing 9 (2 deaths), Ipswich 4, Ealing 1, Shildon 4. 
Although, generally speaking, the disease has been described 
as of average severity and in some areas distinctly mild, 
the occurrence of 9 deaths among 83 cases notified points 
to the presence of infection of considerable and varying 
severity. 

Most deaths are due to respiratory failure from bulbar 
involvement, but the use of mechanical methods of artificial 
respiration has undoubtedly lowered the number of 
deaths. Difficulties in connexion with the transport of 
respirators and the availability of electrical supply of suit- 
able voltage can usually be overcome, but it is sometimes 
preferable to remove a patient to the machine rather than 
transport the apparatus to the patient, provided artificial 
respiration can be operated during the journey. To most 
forms of apparatus a device is attached whereby the 
bellows may be operated by hand for considerable periods 
in case of an emergency. The Bragg-Paul respirator is 
more readily transported and, generally speaking, is easier 
to operate from the point of view of the control and 
nursing of the patient, while technical difficulties in 
working the apparatus have been overcome in recent 
models. (See correspondence on the Bragg-Paul pulsator in 
the Journal of July 30, p. 254.) As regards prophylaxis, the 
avoicance of undue fatigue and exposure to infection, 
combined with the use of gargles, are the important 
matters. Injection of immune serum (human or animal) 
need cnly be considered in very special circumstances 
where the disease is rife and exposure intimate. The 
hors? serum prepared at the Lister Institute (marketed 
by Messrs. Allen and Hanburys, Ltd.) has been shown to 
be more potent than convalescent serum, and, being 
readily available, should be used for prophylaxis. While 
in treatment immune serum has not been proved definitely 
to be of value, it may be given to early cases in the pre- 
paralytic stage of the disease, confirmed by the findings 
in the cerebrospinal fluid. Convalescent serum when used 
should be administered by the intravenous route or com- 
bined intravenous and intrathecal routes. 


Typhoid Fever 


During the week under review 32 cases of enteric fever 
were notified, compared with 19 in the previous week and 
33 in the corresponding week last year. The 32 cases 
were widely scattered in England and Wales, the chief 
counties affected being: Essex, 7 cases; West Riding, 


5 cases. In the week ended August 6 an outbreak 
occurred at Farnworth, Lancashire, in which 23 confirmed 
cases have been reported to date: the number under 
observation is 14. So far there have been 2 deaths. All 
the cases occurred in the New Bury area and are con- 
fined to a small group of houses, in which several members 
of a single family have been involved in one or two 
instances. Pending the results of bacteriological investiga- 
tions the health authorities advise that both milk and water 
should be boiled. The disease appears to have been of a 
serious type, there having been 2 deaths among 23 cases. 


Diphtheria and Scarlet Fever * 


Notifications of diphtheria in England and Wales during the 
week under review fell from 1,031 to 1,007, and in London 
from 155 to 154. There was also a drop in the notifications 
for Scotland—106 as against 123—but in Eire a slight rise was 
noted—-46, compared with 45 in the previous week; in 
Northern Ireland there’ was a considerable decrease, 14 cases 
being notified, compared with 37 in the previous week. 
Deaths from diphtheria in the 126 Great Towns of England 
and Wales fell from 27 to 19, while in London they remained 
at 3; of the 19 deaths recorded in the 126 Great Towns 3 (0) 
occurred in Manchester, and 2 each in South Shields (2) and 
Swansea (0). There were 4 deaths from diphtheria in the 16 
principal towns of Scotland during the week—3 (3) in Glasgow 
and 1 (0) in Kilmarnock. There was a drop in the notifica- 
tions of scarlet fever in England and Wales and in London 
during the week under review—1,553, compared with 1,791, 
and 128, compared with 191, respectively ; both these figures 
were below the median values for the last nine years. There 
were 5 deaths from scarlet fever in the 126 Great Towns 
during the week—I each in London (1), Brighton (0), East- 
bourne (0), Nottingham (0), Sunderland (0). 


Primary and Influenzal Pneumonia 


There was a decided increase in the notifications of primary 
and influenzal pneumonia in England and Wales during the 
week under review—589 as against 493—and in London—43 
as against 33; both these figures are considerably in excess of 
the median values for the last nine years. 


Measles and Whooping-cough 


Measles was responsible for 5 deaths in the 126 Great 
Towns of England and Wales during the week under review, 
compared with 6 in the previous week ; of these 1 (2) occurred 
in London, 2 (0) in West Ham, and | each in Hendon (0) and 
Leeds (0). The average daily admissions to the L.C.C. fever 
hospitals were 8, as against 11 in the previous week. Notifica- 
tions dropped in five of the metropolitan boroughs in which 
measles is notifiable, remained the same in three, and rose in 
three: Fulham 11 (7), St. Pancras 10 (9), Stepney 2 (1). In 
Scotland the figures for measles dropped appreciably—6?, 
compared with 117 in the previous week: of these 31 (46) 
occurred in Kirkcaldy, 20 (36) in Dunfermline, 4 (5) in 
Dundee. There were 14 cases of measles in Northern Ireland 
during the week, all in Belfast. In the 126 Great Towns of 
England and Wales there were 7 deaths from whooping-cough 
during the week—the same as in the previous week ; only 1 of 
these occurred in London. In Scotland 25 cases of whooping- 
cough were recorded—18 (14) of which were in Glasgow—and 
1 death (in Glasgow). . 


Cholera 


During the week ended July 30, 121 cases of cholera and 
244 deaths from this disease were reported in Shanghai, and 
in Hong Kong 25 cases with 26 deaths. Increases in the inci- 
dence of cholera were noted in the Central Provinces—4.961 
cases with 2,398 deaths—in Madras (Presidency)—374 cases 
with 170 deaths—and in the United Provinces—924 cases with 
407 deaths. 


_ * In these paragraphs, except where otherwise mentioned, figures 
in parentheses refer to the week preceding the one under review. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended July 30, 1938. 
Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for : (a) England and Wales 
dicho included). (b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. Median values for the last 
9 years for (a) and (b). 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for: (a) The 126 great towns (124 in 1937) 
in England and Wales (including London). (b) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 13 
principal towns in Eire. (e) The 10 principal towns (9 in 1937) in Northern Ireland. 


A dash — denotes no cases ; a blank space denotes disease not notifiable or no return available. 


1929-37 (Median Value 
. 1938 1937 (Corresponding Week) Corresponding Weeks) 
Disease 
eo] @ (b) 
Cerebrospinal fever 26 1} 10 2 if il 2} 10 
Diphtheria is + {1,007} 154] 106] 46] 890] 92] 150) 36} 25 918 156 
Deaths .. 19 3 4 2| 22 1 2 3; — 
Dysentery .. 36 —f 25 11 12 3}; — 
Deaths .. — —| — 
Encephalitis acute .. 2; — 1} —| — 
Enteric (typhoid and 32 4 4 3} —f 33) — 4 6 $3 ? 
Deaths .. — ij —| — — 1 1 
Erysipelas a 2 4 1| 5 
Infective enteritis or diarrhoea under 2 _— hs 
Deaths .. 42} 22 9 4 40) 13 8 9 5 
Deaths .. 5 1 1 2 1 7, —} — 1 
Ophthalmia neonatorum . . 98 5 51] 10) 4) 54 
Pneumonia, influenzalt .. .. | S589] 43 15 2] 381 34 464 38 
Deaths (from Influenza) 16 1 1 3; — 8 1 — 
Pneumonia, 110 6 89 1 
Deaths .. 17 8 7 15 6 3 
Polio-encephalitis, acute .. — 3 1 
Poliomyelitis, acute 41 3 4 17 ] 2 
Puerperal fever... 5 18 1 31 4 17 
Puerperal pyrexia .. ol —f 102} 15} 23 
Relapsing fever .. —| — —f —| — 
Deaths 
Scarlet fever .. 11,553] 128] 271} 64] 4991,593| 142] 282] 63) 499 1,627 233 
Deaths .. ae 1 1 — 2); — — 
Whooping-cough .. 25 15 50 3 
Deaths (0-1 year) .. 34 296; 59} 24) 20 
Infant mortality rate (per 000 live births) 45; 40 49 
Deaths (excluding stillbirths) .. 3,814) 718} S11} 160} 10993,727; 685} S57} 155} 104 
Annual death rate (per 1,000 persons living)... 9.4) 9.1] 10.4) 10.8] 9.2) 8.6] 11.4) 10.6] 10.0 
Live births . .. 16,819 11,248} 888} 373] 29497,085|1,220| 849] 235 
Annual rate per 1 000 persons living . .. | 16.8) 15.9] 18.1] 25.3] 26.19 17.5} 15.4] 17.4] 21.6] 22.5 
Stillbirths .. 249; 33 53 
Rate per 1,000 total births (including stillborn) 35| 26 39| 42 
* After October 1, 1937, puerperal fever was made notifiable only in the {Includes primary form in figures for England and Wales, London (ad- 
administrative county of London. ministrative county), and Northern Ireland. 


t Death from puerperal sepsis. 
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Medical News 


In our advertisement columns this week applications are 
invited for the following posts: University of London Chair of 
Radiology, tenable at the Royal Cancer Hospital at a salary 
of £2,000 per annum: and Conservator of the Museum and 
Director of Postgraduate Studies at the Royal College of 
Surgeons of Edinburgh at a salary of £1,000. 


The address of the Imperial Cancer Research Fund is now 
Burtonhole Lane, The Ridgeway, Mill Hill, N.W.7: telephone, 
Mill Hill 3544. 


An Imperial Veterinary Conference will be held at the 
Royal Veterinary College, Camden Town, London, N.W.1, 
from August 15 to 19. The subjects to be discussed will 
include the work of the Imperial Bureau of Animal Health, 
foot-and-mouth disease and certain other virus diseases, 
Johne's disease, bovine mastitis, caseous lymphadenitis of 
sheep, sheep blowflies, fowl paralysis, and chronic bovine 
haematuria. 


The official Reichsgazette of August 3 contains a decree 
depriving all Jewish doctors in Germany of their permit to 
practise medicine in that country and Austria with effect from 
September 30 next. The Ministry of the Interior is given 
power to make exceptions in the case of doctors who served 
in the German Army during the war who are reduced to 
indigence by the new order. After October 1 revocable per- 
mission will be given to certain Jewish doctors to treat Jewish 
patients only. Landlords are required to give notice by 
August 15 to Jewish medical tenants, who will have to leave 
their quarters by September 30 unless there is difficulty in 
replacing them with new tenants. The effect of the decree 
will be felt most acutely in Vienna, where before the 
Anschluss over 50 per cent. of all the practising doctors were 
Jewish. Henceforth no Jewish practitioner deprived of his 
means of livelihood will be allowed to re-enter the profession. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THE EDITOR, BritisH MeEpicat JOURNAL, B.M.A,. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square. W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. it reprints are 
required, as proofs are not sent abroad. 

All communications with reference to ADVERTISEMENTS should 
be addressed to the Advertisement Manager. Orders for copies 
of the Journal and communications with reference to subscrip- 
tions should be addressed to the Secretary, B.M.A. House, 
Tavistock Square, W-C.1. 


-- The TELEPHONE NUMBER of the British Medical Association and 


the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh; _ tele- 
phone 24361 Edinburgh), and of the Office of the Irish Free 
State Medical Union (I.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone 62550 Dublin). ’ 


QUERIES AND ANSWERS 


Spasm of Colon 


““M.B.Oxon ” writes: Are there any records of this condition 
being due to B. coli? In this particular case no relief is 
given to the condition, which troubles the patient chiefly 
by waking him up in the early hours of the morning, by 
belladonna, nerve sedatives, or dieting. This patient has 
for some years been subject to attacks of B. coli bacillaemia, 
which occur on the average once in twelve months. Hence 
the question. 


Green Stools at 74 


Dr. J. Barcrorr ANDERSON writes in reply to the inquiry 
published last week: Has “ Mewt ” excluded mild aluminium 
poisoning as the cause of the “ green stools, symptoms of 
occasional gastritis, notably some pain, especially at 
night ? 


LETTERS, NOTES, ETC. 


Teaching of Obstetrics 


Dr. LEON KAHAN (Stepney) writes: May | comment on Dr, 
Edith Summerskill’s statement in the House of Commons, 
as it appeared in the lay press, concerning the teaching of 
obstetrics in this country? I was taught obstetrics in a 
leading London hospital twenty-five years ago, and I and 
my colleagues had plenty of practical work, all of us con- 
ducting thirty cases independently. About twenty years 
later my son was taught midwifery at the same hospital, 
and the method of teaching was the same. Compared with 
other European universities (where 1 spent some time) the 
teaching of midwifery in this country is excellent, particularly 
on the practical side. It is a great pity that Dr. Summerskill 
was not so fortunate, and apparently, according to her own 
statement, did not show too much interest in her work. 
Childbirth and child-bearing are natural functions, and [ 
suggest that any general practitioner is capable of attending 
confinements satisfactorily, provided sufficient care is taken 
to prevent complications, and if the latter do arise that they 
are dealt with carefully and promptly. 


Recovery after 1,500 Grains of Aspirin 


Dr. G. S. W. Evans (High Wycombe) writes: The instances of 
aspirin poisoning recently described prompt me to relate 
the following experience. One day, about noon, an agitated 
man rushed into a shop where I was making a purchase 
and urged me to accompany him to an adjacent house, 
where his son had swallowed 300 aspirin tablets. There, 
on a couch, lay a youth of about 20, in a semi-comatose 
condition, and the production of empty bottles confirmed 
the fact that he had taken 1.500 grains of aspirin. It 
seemed that the performance of this feat had occupied two 
hours or more. I was able to induce the patient to drink 
an ounce of mustard in water, and thus brought on profuse 
vomiting, which continued during his conveyance to hos- 
pital, where I believe the stomach was washed out. For 
some days afterwards the boy suffered from tinnitus, flashes 
of light before the eyes, irregularity of the heart, and a 
fall of blood pressure, but he recovered. I am indebted 
to Dr. English of Crewe for the details of the progress of 
the patient in hospital. 


The Evolutionary Theory 


Surgeon Rear-Admiral C. M. BEADNELL writes: The accusa- 
tions of forgery and faking repeatedly made against Haeckel 
are sO unjustifiable that I hope you will permit me a 
second reply to Colonel G. F. Rowcroft, D.S.O. VJJournal, 
June 25, p. 1406). Haeckel admittedly schematized a few 
of his representations of embryos, not for purposes of 
deception, however, but in order to help students and others 
by emphasizing essential features and impressing points of 
similarity in the different classes of vertebrate embryos. 
Alongside his own drawings and diagrams he frequently 
placed those of other embryologists by way of corrobora- 
tion. To be logical to, and consistent with, these anti- 
evolutionist contentions we should have to regard eve 
illustrated book on astronomy, physiology, or other branc 
of science as epitomes of fraud. Even the excellent photo- 
graphs and skiagrams so often depicted in the pages of the 
British Medical Journal would fall within this category, 
for they have forced into two dimensions of space objects 
that in reality occupied three! When Dr. Brass—upon 
whose own scientific work Professors Hertwig and Keibel 
passed severe strictures—first published his accusations 
against Haeckel the latter, declining at first to take them 
seriously, ironically replied that “ six or eight per cent.” of 
his illustrations had been thus “ falsified,” but, as he stated 
later in the Berliner Volkszeitung of December 29, 1908, 
these so-called “ falsifications” were what practically all 
scientific men did when illustrating their works. In con- 
clusion may I recall that when, immediately following Dr. 
Brass’s accusation, forty-six of Germany’s leading scientists 
signed a protest repudiating the charge, one of them, the 
eminent embryologist Professor Rabl, pointed out in the 
Frankfurterzeitung of March i5, 1909, that Dr. Brass 
himself had been guilty of the very practice which he had 
so unjustly endeavoured to foist upon Professor Haeckel. 
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